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Mr. President, Ladies and Gentlemen: 


I wish to thank you, Mr. President, for 
the honor you have conferred upon me. 
I appreciate this honor all the more be- 
cause for twenty years, off and on, I 
have been a guest of your society and feel 
that I come as a friend amongst friends: 
and again, because I have had so many 
splendid students from your state. 


It is the custom, I know, for the annual 
orator of a Medical Society to review and 
congratulate the profession on achieve- 
ments accomplished in the past year and 
I trust that I may be pardoned for not 
following this generally accepted rule. 

I wish, however, to-night to bring to 
your attention some thoughts which have 
haunted me for many years: thoughts 
which have become more insistent as the 
years have rolled by and I have seen 
patient after patient and friend after 
friend pass away, just at the age when 
experience and study have made them 
useful members of society. 


The prolongation of life is really the 
chief aim of the medical profession; the 
alleviation of suffering: the curing of 
disease: is only incidental: prevention of 
disease should be our highest aim. This is 
exemplified strongly today in the cur- 
ricula of our medical colleges. 





*Annual Oration delivered before the Mississippi 
State Medical Association, Biloxi, May 12, 1925. 
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No. 2 
The National Government is more and 
more endeavoring to prolong life by the 
teachings and practices of its Public 
Health Service: during the world war the 
greatest demonstration of all times was 
staged by the medical departments of the 
Allied Armies in the fight against Typhoid 
Fever and it is hard to realize that there 
were only 1000 cases of Typhoid amongst 
the two million men that the United 
States sent to France. 


The National Tuberculosis Association: 
the National Association for the study of 
Cancer: the National Association for the 
study of Heart Disease: the Rockefeller 
Foundation: all of these, each in its own 
sphere, are fighting for the prevention 
rather than the cure of disease. 

The States are taking on more work 
yearly in the effort to eradicate disease, 
because each day lost to the state from 
sickness means less development. of re- 
sources; greater slowing up in material 
and mental progress. 

The County and City Health Boards are 
no longer satisfied to be rutber-stamps for 
permits for diary and market, but are en- 
deavoring through lectures and motion 
pictures, to teach the people how to work, 
as well as how to play, so that there be 
no lost. motion in the striving for the per- 
fect man in the perfect State. 

The great Life Insurance Companies 
have learned that it pays, in dollars and 
cents, to teach prevention and yearly 
physical examinations have become an es- 
tablished practice in the more progressive 
companies. In comparatively recent years 
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the Life Extension Institute of New York, 
with our great Chief Justice as First 
President, has been formed to teach the 
public the absolute necessity of yearly 
physical examinations if they wish to live 
to the biblical age of three score and ten. 


These various agencies are not entirely 
altruistic; the Nation, the State, the City, 
have learned in the hard school of expe- 
rience, that just when a citizen has come 
to that age when he or she is of the 
greatest usefulness to society, that he or 
she is snatched away by some perfectly 
preventable disease or accident and the 
hard grind of building up a new patriot 
and new citizen has to be started all over 
again. 

If you will notice, amongst all the fore- 
going agencies for the promotion of health 
and thereby the prolongation of life, noth- 
ing has been said specifically about the 
subject to which I am asking your atten- 
tion tonight, i,e; “The Abuse of Food, or 
to put it more strongly the “Curse of 
Overeating.” « 

That we “dig our graves with our teeth” 
is a truism of many years standing, but 
like many another truism, it is studiously 
not observed. 


Thirty vears of practice and teaching, 
the last fifteen confined to medical diseases 
as seen in the adult of this southern 
country, has forced on me the preaching 
of a crusade against this curse, which, in 
my experience at least, is the predominant 
factor in the slaughter of the middle-aged. 

As every medical man knows, 80% of 
all deaths after 55 vears of age, are due 
to disease of heart or kidney or artery 
and too much food is the one outstanding 
factor in the causation of these diseases. 

I do not believe that we eat more than 
our forefathers; but they led different 
lives; more country; less city; more walk- 
ing; less motoring; the latter factor, the 
motor has made legs unnecessary append- 
ages except for jazzing or parading Biloxi 
beaches. It is not altogether the fault of 
the present generation that this curse is 





so prevalent, often and again do I hear 
the story from the middle aged patient of 
how he was forced to eat more than needed 


or desired by the fond parent when 
he was being “raised”, a big meal was 
taken as the sign of good health and he 
who could hold the most was supposed to 
last the longest; I am not of those faddists 
who believe in having every mouthful 
weighed and seeing that fat and starch and 
proteid are in exact proportion, all that I 
am pleading for is moderation in quantity 
rather than quality. Common sense dic- 
tates that the mechanic; the farmer; the 
axemen shall have more food than the bank 
clerk or teacher. We physicians must teach 
that the amount of food taken shall be 
in direct ration to the amount of physical 
work done, but what we really see is 
almost exactly the opposite. Go into any 
restaurant or dining car and watch the 
lawyer; the banker; the merchant; order- 
ing meals twice too large for men leading 
sedentary lives. I believe that we in the 
South need less food than those living in 
colder climates, the very effort to keep 
warm requires more calories per pound of 
body weight. From a rather limited ob- 
servation I am inclined to believe that 
Europeans as a rule eat less than we do 
and certainly they seem to attain a riper 
old age and if vou are of those opposed 
to the Volstead act you may say that this 
is because they have light wines and there- 
fore require less solid food and to this I 
heartily assent; there is no better or more 
digestible food than light pure wine in 
moderation and just in the same degree 
there is no worse or more indigestib!e food 
then whiskey taken to excess. 


The popular fad just now amongst the 
laity is high blood pressure; before you 
can ask a patient his name and age, he 
shouts at you that his pressure is 200 plus 
and that if he could only find some Doctor 
who could knock it down pronto, why, he 
would be well in a week. This is the 
physician’s fault, we have _ stressed too 
much the fact of hith pressure and have 
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not stressed strongly enough the main 
causes behind this elevation of pressure; 
before the days of prohibition, alcohol was 
blamed as the source from which all this 
trouble came; then the wild hurry and 
scramble after the almighty dollar was 
blamed for this seeming increase in the 
number of high pressure cases and yet as 
I look back over my cases I find that the 
highest pressures I have seen or am seeing 
are amongst those both men and women, 
who are leading not the most strenuous 
lives and who have never tasted alcohol 
but they have just steadily day in and day 
out and three times each day, called on 
the organs of digestion to do work that 
would stall a Ford car. 

This crusade against overeating must 
start in the home, we must cofivince the 
mothers that we as physicians see very, 
very few deaths from undernourishment 
and that when the bread winner of the 
family drops off at 50 from high blood 
pressure, which means heart and arterial 
and kidney disease, that the trouble is not 
of recent origin but dates back 20 years 
and is the inevitable result of the groaning 
table and the second helping. 


I realize that I am treading on dangerous 
grounds when I beg the housekeeper to cut 
the market basket at least one third, some- 
one has to start the fight on this bad habit, 
for that is just what it is, a BAD HABIT; 
the boy and girl are taught it at home; the 
man and woman are taught it at banquet 
and club and hotel; mind you, I say we are 
taught this bad habit and vet we are com- 
manded not to taste alcohol under penalty 
of the law and in some States we are for- 
bidden to smoke cigarettes and not allowed 
to teach evolution. 

Please do not class me as a pessimist or 
a kill-joy but 30 years of practice has left 
its mark and I resent this sacrifice of fine 
men and women to the “Abuse of Food.” 


THE RHEUMATIC, SYPHILITIC AND 
THYROID HEART. 
J. H. MUSSER, M.D. 


NEw ORLEANS. 


But a little over 300 years ago lived 
William Harvey, who by his discovery of 
the circulation of the blood, was destined 
to exert a more pronounced influence upon 
modern medicine than almost any other 
man before or since his time. A hundred 
and fifty years later, Withering (1785) 
wrote upon digitalis and thirty years be- 
fore, Auenbrugger (1755) had first de- 
scribed a method of detecting disease by 
tapping on the chest wall, a method which 
was to be scorned until Corvisart, the 
personal physician to Napoleon, revived it 
fifty vears later (1818). To Laennec, how- 
ever, we are indebted, as with lung disease, 
for our greatest advance in exact cardiac 
diagnosis, for it was in the second edition 
of his famous work on mediate auscula- 
tion that there was first laid the founda- 
tion stone of modern clinical diagnosis of 
heart disease. It is a far cry from the past 
centuries when Harvey first established 
cardiac physiology, Withering cardiac 
therapeutics, and Auenbrugger and Laen- 
nec methods of diagnosis, to the modern 
period, yet in the interval relatively slight 
the advances had been made and it was 
not until the latter part of the last cen- 
tury that new and fresh discoveries came 
piling the one upon the other in such rapid 
sequence that at the present time one 
almost is overwhelmed by the mere mass 
of the material that appears in print re- 
lative to cardiac physiology, pathology, 
therapeutics and diagnosis. This, then, is 
my excuse and my apology for this paper: 
The ever broadening field of cardiology 
which must be reviewed critically and 
analyzed from time to time. In the present 
presentation I will omit any discussion of 
the cardiac mechanism and its pathological- 
physiological disorders and will confine 
myself to a broad discussion of some of 
the phases of the etiology, diagnosis and 








62 Musser—The Rheumatic, Syphilitic and Thyroid Heart. 


treatment of the three most important types 
of heart disease of adolescence and adult 
life up to the time of senescence. There 
may be grouped or discussed in the follow- 
ing order: 

I. Rheumatic heart disease; 

II. Heart in hyperthyroidism ; 

III. Syphilitic heart disease. 

I. The Rheumatic Heart. Acute rheu- 
matic fever is without doubt the most 
frequent cause of endocarditis, myocarditis 
and pericarditis in youth, certainly up to 
and through adolescence. As an indication 
of the widespread incidence of rheumatism, 
it might be mentioned that it is estimated 
that there are 180,000 deaths each year in 
this country from acute articular rheuma- 
tism, or rheumatic fever, which of course is 
equivalent to saying that there is a cardiac 
death in most of these individuals. The 
specific organism responsible for the disease 
has not been established. Numerous ob- 
servers have described organisms which 
they believed were the cause of rheumatic 
fever, but the work has not been substan- 
tiated by cthers. Closely allied etiologically 
to acute articular rheumatism or rheumatic 
fever, but with entirely different manifesta- 
tions, are chorea and tonsilitis. Parentheti- 
cally, it is of interest to note that St. 
Lawrence found a quite decided improve- 
ment in the incidence of recurrence of 
rheumatic fever after the removal of the 
tonsils, though Hunt and Osman at Guy’s 
Hospital, London, do not corroborate this 
statement. 

Pathology. In discussing the pathology 
of the rheumatic heart, it is well to use the 
terminology that has been suggested by 
MacCallum, who suggests the term endo- 
carditis should be restricted to cases show- 
ing an existing active inflammation of the 
endocardium, while the permanent defor- 
mity of the valve, the scar or healed lesion 
which prevents proper function and which 
is the late result of endocarditis, should be 
spoken of as chronic valvular disease. It is 
in this latter condition that we are pri- 
marily interested. The permanent defor- 
mity may be the result of actual destruc- 
tion of a portion of the valve, as well as 


the organization of the vegetations, the 
subsequent fusing of the valve segments, 


thickening and deforming of the leaflets 
producing primarily a cicatrical narrow- 
ing of the mitral valve. This latter valve 
is the one usually involved, though it is by 
no means uncommon to have the aortic 
valve independently involved or involved in 
conjunction with the mitral lesion. In the 
acute stages of acute rheumatic fever there 
is practically always present a pancar- 
ditis, evidence of which shows itself in the 
myocardium by a focal collection of large 
concentrically arranged wandering cells 
around the minute vessels, which are 
known as Aschoff bodies and which are 
indicative of a rheumatic heart, the only 
pathology which is truly pathognomonic 
of the disease. 

Symptomotology. Chronic valvular dis- 
ease is usually manifested first as a pure 
mitral ingufficiency, but frequently and 
usually sooner or later it is associated with 
mitral stenosis. It might be well to accen- 
tuate the fact that changes in enlargement 
of the heart are usually those in the direc- 
tion taken by both conditions, that is 
upwards and downwards towards the left. 
The thrill felt at the apex is a very obvious 
finding which is frequently missed simply 
because of failure to place the hand upon 
the chest wall. The murmur of mitral 
stenosis occurs in early, mid or late diastole 
or often in presystole, with a crescendo 
character terminating in a sharp, snap- 
ping first sound. The pulmonic second 
sound is usually accentuated. Of course 
the physical signs vary considerably, de- 
pending upon the grade of the stenosis 
and the compensation. The same may be 
said also of the subjective symptoms. 

The late result. of rheumatic heart dis- 
ease with mitral stenosis is frequently 
shown by the occurrence of fibrillation of 
the auricles in contrast to syphilitic heart 
disease in which auricular fibrillation 
rarely if ever occurs. It might be well 
here to interpolate a word or two as to 
the mechanism of auricular fibrillation. 
Garrey, and Mines independently, first ad- 
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vanced the hypothesis and Lewis definitely 
proved by extensive research that. auricu- 
lar fibrillation is due to the so-called circus 
movement in which the contractile impulse 
starts at the base of the great vessels and 
is propagated in a circular movement 
around the auricle at an incredible speed. 
As a result of this extremely rapid impulse 
the refractory period in many of the fibres 
of the auricle will vary. Instead of the 
normal impulse conveyed from the sinus 
node down to the bundle of His, a large 
number of irregular impulses in force and 
in time are set up by this primary circular 
stimulus and the bundle of His is bom- 
barded by large series of extremely dis- 
jointed and irregular impulses, of which 
the strongest only will be conducted 
through this neuromuscular bundle. This 
haphazard stimulation of the ventricle re- 
sults in an absolute irregularity of the 
heart and the pulse. 


Treatment. During the stage of pancar- 
ditis the treatment essentially is very much 
prolonged rest and because of the almost 
specific action of the salicylates they should 
be continued in large doses for many weeks 
and then should be continued in relatively 
large doses for a period of at least a year 
after the attack. The treatment of the 
chronic valvular defect. that has resulted 
from the acute lesion is primarily that. of 
any ordinary case of cardiac insufficiency. 
General heart hygiene should be rigidly en- 
forced. Medication is unnecessary until 
fibrillation supervenes. 


II. The Heart in Hyperthyrodism. In 
conditions of hyperthyroidism, the cardiac 
manifestations are sometimes spoken of as 
the thyrotoxic or goitre heart. Just how 
frequently cardiac changes take place in 
hyperthyrodism depends very largely on 
the criteria used by the individual ob- 
server. Of course, in any condition of 
hyperthyroidism, heart changes and symp- 
toms are present, but that does not imply 
by any means that any permanent injury 
has taken place to the heart muscle, which 
after all is the one factor of importance 


in maintaining properly the circulation. 
Hamilton says that it occurs in about 35 
per cent of cases. Willius and Boothby in 
their studies found that in 2 per cent of 
the patients with hyperthyroidism severe 
myocardial changes were present and of 
these 2 per cent, 25 per cent showed 
auricular fibrillation. Dameshek reported 
evidence of cardiac damage in 25 per cent 
of his cases. 


Three theories have been advanced to 
explain the changes that occur in the 
myocardium; first, mechanical pressure of 
the enlarged thyroid gland, a theory which 
is too obviously faulty to require discus- 
sion; second, mechanical increased work; 
and, third, the toxic effect of the hypo- 
thetical poison upon the myocardium. 
Either the second or the third theory 
would seem to be satisfactory fully to ex- 
plain the cardiac changes that take place. 
As both factors are undoubtedly involved, 
it would seem the part of wisdom to accen- 
tuate neither but to consider any cardiac 
disfunction a result of both of these fac- 
tors. Mechanical strain is a result of 
increased metabolism which in turn leads 
to increased work of the heart with a 
greater volume output, resulting eventually 
in cardiac hypertrophy, and dilation later, 
which in turn results in degenerative 
changes in the heart muscle. Arrythmias 
may develop and impair the circulation in 
the heart muscle; there is a loss of tonicity 
and hypertrophy results, again leading to 
dilatation. These mechanical effects are 
exaggerated and made more obvious by the 
effect of the circulating toxin (Fahr). 

Type of Disorder. Dameshek, in 141 
cases, found that 25 per cent showed 
“damaged hearts.” Willius in his series 
stated that 20 per cent showed weakened 
hearts and that 2 per cent showed badly 
damaged hearts. 

The cardiac manifestations that result 
from the over-active thyroid gland, be it 
a toxic adenoma or an exophthalmic goitre, 
are first those of palpitation, which not 
infrequently is of a paroxysmal character. 
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Subsequently there develops a persistent 
tachycardia and in occasional acute cases 
the tachycardia is present from the begin- 
ning, while fibrillation, transient, paroyxs- 
mal or even persistent, and more rarely 
auricular flutter or paroxysmal tachy- 
cardia, may be observed on the first ex- 
amination of the patient. These complica- 
tions of a disturbance of mechanism in the 
thyroid heart are the most dangerous man- 
ifestations and, as Pardee speaks of it, are 
the most dangerous effect of a toxic goitre. 
Persistent auricular fibrillation practically 
always implies severe damage to the heart, 
whereas intermittent fibrillation is not 
necessarily associated with severe damage 
to the organ. In fact, it is still maintained 
by some cardiologists that paroxysmal 
auricular fibrillation is perfectly compati- 
ble with a normal myocardium. 


The treatment of the goitre heart, of 
course, depends upon the elimination of 
the cause and implies such measures as 
are usually directed towards overcoming 
thyrotoxicosis. Treatment is not directed 
towards the heart primarily unless it 
shows marked evidence of damage or un- 
less auricular fibrillation is present. In 
these cases sometimes quinidine is of 
value, according to some authorities, but 
personally I feel more comfortable in using 
large size doses of digitalis. 


III. Syphilitic Heart Disease. On ac- 
count of the avidity with which the spiro- 
chete localizes in the aorta, it might be 
said that all syphilitics are potentially 
likely to have aortitis and aortic heart dis- 
ease. However, again there is some dif- 
ference of opinion among pathologists. 
Undoubtedly the figures are not 100 per 
cent, but at least they are very high. If 
it is conceded that there are several strains 
of spirochetes, one of a neurotrophic strain 
and the other a angiotrophic strain, it is 
fair to argue that at least a few individuals 
with syphilis of the central nervous system 
do not have aortic manifestations. In a 


large series of cases that Dr. Bennett and 
I studied recently, a goodly number did not 





show aortic involvement but as the statis- 
tical study ran back to 1907, it must be 
admitted that the finer technic, such as is 
employed by Warthin, was not in use at 
the time and that the criteria of the pres- 
ent day for the diagnosis of aortic syphilis 
was not used throughout. 


Aortic disease per se will not be dis- 
cussed. We will discuss only aortic in- 
sufficiency and _ syphilitic myocarditis. 
Aortic insufficiency has always been con- 
sidered to be syphilitic in the great 
majority of cases, but some cardiologists 
are coming to believe that rheumatic fever 
is also a frequent cause, as shown by a 
statement of Dr. Lewis Conner, President 
of the American Heart Association, in 
which he stated that he believed that 
rheumatic fever is more frequently an 
etiological cause of aortic insufficiency. 
Lambert, in the same discussion, said that 
he believed that 90 per cent of the cases 
were syphilitic in origin. The point of view 
apparently depends upon the source of the 
physician’s clientele. 

Involvement of the myocardium is 
usually considered to be essentially chronic 
in type, manifested by a perivascular round 
cell infiltration, but there is no true char- 
acteristic pathology. Scott in 23 carefully 
studied cases found evidence in 8 of latent 
syphilis, whereas 15 cases showed only or- 
dinary hypertrophy. These cases, how- 
ever, seem to function very much more 
poorly than do ordinary cases of cardiac 
hypertrophy with dilatation, probably as a 
result of interference of the coronary cir- 
culation. That acute myocarditis occurs is 
shown by a very recent report of Warthin 
of several cases of sudden death in which 
there were evidences of acute exacerbation 
of latent syphilis with innumerable spiro- 
chetes in the heart muscles. In conjunc- 
tion with these remarks on the pathology 
of syphilitic heart disease it is well to bear 
in mind that. the cause of death in syphilis 
is very frequently cardiac. 

Diagnosis. The diagnosis of syphilitic 
heart disease rests upon the physical ex- 











amination, the laboratory studies and the 


history of syphilitic infection. Physical 
examination discloses a high pitched, early 
diastolic murmur in the second right inter- 
space or along the left border of the 
sternum. A word about the character of 
this murmur. At times it can be demon- 
strated in the same individual without any 
trouble. A few days later it may not be 
present or brought on only by exercise. 
Again I have seen it disappear with exercise 
and be present when the patient was at 
rest in bed. Associated with this of, course, 
is the cardiac enlargement downward and 
to the left and the characteristic pulse 
findings. Auricular fibrillation very rarely 
occurs. As to other types of irregularity, 
heart block is occasionally seen and has 
been reported as a result of gummatous 
infiltration of the bundle of His. 


Treatment, of course, should be directed 
towards the eradication of the spirochetes, 
but a word of warning should be given 
with regard to the danger of using the 
arsenicals in cardiovascular degenerative 
disease associated with syphilis. Depend- 
ence should be placed upon mercury and 
the iodides. Here might be mentioned the 
value of bismuth in the treatment of 
syphilis, the spirochetacidal effect of which 
is midway between arsphenamin and mer- 
cury. I have recently had the opportunity 
of treating certain cases with bismuth and 
have had the most gratifying results. The 
treatment. otherwise should be that of car- 
diac hygiene and when decomposition oc- 
curs the use of the digitalis, rest in bed and 
so on should be insisted upon, nay more, 
should be absolutely required. 


Conclusion. A knowledge of the effects 
and of the results of rheumatic fever, 
thyrotoxicosis and syphilis upon the heart 
is necessary to all medical men engaged in 
the treatment of heart disease. Acute in- 


fectious endocarditis may present a definite 
clinical picture which may occur in the 
course of a pneumonia, or be of an in- 
definite origin and symptomatology, such 
as infection of the blood stream and heart 
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valves by Streptococcus veridans. These 
conditions are relatively more frequent 
than is generally thought. Recovery from 
these infections, however, is relatively rare 
and it cannot be said they are likely to 
produce chronic disease in many indi- 
viduals. Influenza is presumed in a certain 
number of cases to produce definite 
myocardial changes, but it rarely produces 
valve changes. The particular danger of 
these infections lies not in the rare case in 
which they produce a primary cardiac 
lesion but rather in the frequency with 
which they attack hearts previously dam- 
aged as secondary invaders. They often 
complete the cycle started by the original 
disease. Every effort should be made, 
therefore, in the individual with chronic 
heart disease to eradicate any focus of in- 
fection. In such a person every intercur- 
rent infectious disease, no matter how 
trivial, should be treated by prompt and 
prolonged bed rest. 





THE USE OF THE LIBRARY IN 


MEDICAL AUTHORSHIP* 


MARY LOUISE MARSHALL, 
Assistant in Charge, Orleans Parish Medical 
Library, 

NEW ORLEANS 


Specialism in any field must necessarily 
be purchased at the expense of other en- 
deavor, and thus experts in the branches 
of medical science, performing with eager- 
ness and ease the feats of their art, 
frequently experience great difficulty in 
formal expression of a very well-known 
subject in the medium of written English. 
The technique of authorship and a thorough 
knowledge of the sources of material con- 
stitute a specialty in themselves—a most 
necessary adjunct. for successful and con- 
structive medical writing. With this idea 
in mind, it is my purpose to try to clarify 
and smooth away some of the difficulties 
which have made themselves evident. in my 





*Read before the Orleans Parish Medical So- 
ciety, April 27th, 1925. 








66 


four years of work with and for the medi- 
cal profession of New Orleans. 


First comes the choice and limitation of 
a subject. In order to serve a true pur- 
pose, every contribution to medical litera- 
ture must be expressive of original thought 
and research on the part of the author, a 
formula of conclusions drawn from facts 
gleaned from experience and observation. 
A review of the work of other authors on 
the same or related subjects may be made 
to any extent desired but should always 
form a necessary background for individ- 
ual contribution of original thought. 

Difficulty frequently results from failure 
to set. up clearly defined limits in the pre- 
sentation of a subject. In an attempt to 
cover too wide a field, the main purpose 
of a theme may be completely obscured 
and thereby defeated. Sometimes it may 
prove wise to follow date lines and delin- 
eate the work done on a certain subject 
during the stated period of years. What- 
ever may be the treatment, there must be 
in the author’s mind, manifest limits of 
inclusion. 

The gathering of correlative material 
from the literature presents a distinct 
problem.- If a complete bibliography is 
desired, perhaps the first index source to 
be consulted will be the Index Catalog of 
the Surgeon-General’s Office. 

This valuable reference aid is now in its 
third series. It contains in an author, sub- 
ject and title index, in dictionary order, 
references to both book and journal mate- 
rial received in the Army Medical Library 
since the corresponding’ alphabetical vol- 
ume of the preceding year. It has been the 
plan to publish one volume each year—to 
contain that part of the alphabet in refer- 
ences, which might be given in an approx- 
imately equal number of pages, continuing 
consecutively from the preceding annual 
volume. In this manner the entire alpha- 
bet has been covered twice. The first 
series includes the material in the Library 
of the Surgeon-General’s Office through 
the publication dates of the sixteen annual 
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volumes, 1880-95. 
cords accessions 


The second series re- 
in twenty-one volumes 
through the publication years, 1896-1916. 
The third series is published through the 
letter D, covering 1917-23. Journal arti- 
cles are listed only under subject in the 
main alphabet while books are indexed un- 
der subject, author and title. This guide 
forms a basis for all exhaustive bibliogra- 
phic work. 


With the method of publication as shown, 
it will be seen that by the time the volume 
containing the end of the alphabet is due 
for appearance, the volume containing the 
corresponding references in the preceding 
series is some 15-20 years old. 


For instance, in making a complete 
bibliogrphy on Osteomyelitis, we find that 
the last volume containing this entry, was 
of the second series, published in 1907. 
This will contain all material on this sub- 
ject added to the Library in question dur- 
ing the dates 1890-1907, since in 1889, the 
volume was published indexing the mate- 
rial current to that date. 


The next problem, then, is the location 
of references to material published since 
the date of the last available volume of the 
Index-Catalog of the Surgeon-General’s 
Office, and we gain an introduction to the 
Index-Medicus. 


The first volume of this reference index 
appeared in 1879. It was published 
monthly, was edited by J. S. Billings and 
Robert Fletcher, and listed in classified 
subject arrangement, the material received 
currently in the Library of the Surgeon- 
General’s Office. Twelve monthly numbers 
constituted a volume, for which were com- 
piled an author’s index and a_ subject 
index, with page references for the entire 
volume. This monthly publication con- 
tinued through its twenty-first volume, and 
was discontinued in April, 1899. The 


entries herein included have since been 
published in the succeeding volumes of the 
Index-Catalog, and are thus made more 
available. 











With the discontinuance of this Index, 
there appeared one published monthly by 
the Institut de Bibliographie de Paris. 
This was also made into an annual volume 
with author and subject indexes, and con- 
tinued through three vears, covering the 
current medical literature for the dates 
1900-02, under the name Bibliographia 
Medica. 


In January, 1903, the Index Medicus re- 
sumed its monthly publication under the 
direction of the Carnegie Institute of Wash- 
ington. This second series followed the 
same plan as the first, the references are 
classified by subject, with author and sub- 
ject indexes appearing at the completion of 
each annual volume. Publication continued 
on this plan through volume eighteen, 
1920. 

In January, 1921, the scheme of publica- 
tion was changed. The index appeared 
quarterly instead of monthly and the refer- 
ences were placed in alphabetical subject 
order. An author index is published at the 
end of each year and volume giving page 
references. With this change the volume 
numbering began again in a Series 3. 

The Index Medicus is an almost com- 
plete record of current medical literature 
throughout the world. Its plan of arrange- 
ment makes it laborious to use and difficult 
to understand on first examination, but it 
is invaluable to exhaustive compilation of 
medical bibliography, and it. should be 
studied for complete familiarity by all 
medical authors. 

In April of 1916, there appeared the first 
number of a new index to current medical 
journals, published by the American Med- 
ical Association under the title Quarterly 
Cumulative Index. As indicated in the 
name, it is published every three months, 
each number being a complete cumulation 
of all preceding numbers for a given year. 
This index has grown extensively in the 
number of journals included. Its arrange- 
ment in dictionary order, of authors and 
subjects in one alphabet makes it most 
usable for quick reference. It is based on 
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the journals received in the Library of the 
Journal of the American Medical Asso- 
ciation. In the fourth number, or complete 
annual volume, is to be found a list of 
medical books, considered worthwhile, pub- 
lished during the current year. New edi- 
tions are not included. There is also, a 
cross-reference list of the same titles ar- 
ranged in a subject classification order. 
Moreover, in the annual volume may be 
found a list of government documents of 
current publication, which might be of in- 
terest to the medical profession. In each 
quarterly number is a list of the journals 
indexed, with addresses, frequency of issue 
and cost. 


On account of the simplicity of its 
arrangement, and the ease with which it 
may be used, this index series has gained 
wide popularity and is perhaps the first to 
be consulted for rapid location of current 
periodical material. 

In summary then, of our indexes to 
medical literature, suppose we take the 
subject Osteomyelitis, mentioned before. 
Through the two series of the Index-Cata- 
log of the Surgeon-General’s Office, we 
have reviewed material on the subject 
through the year 1906. From this time to 
date, the reference may be collected year 
by year from the volumes of the Index 
Medicus and Quarterly Cumulative Index. 
Then if the subject is to be limited to the 
progress made in the treatment of the con- 
dition during a certain length of time, only 
those indexes covering that period need be 
consulted. If only the material in the 
local Library is desired, the medical in- 
dexes may be checked with the Library 
periodical file in the formation of a list. 

The Library of the Orleans Parish 
Medical Society and that of Tulane Med- 
ical School comprise some 30,000 volumes, 
immediately available to the medical pro- 
fession of New Orleans. The current 
journal lists cover a large percentage of 
the periodicals in English and many for- 
eign ones. In your own Library alone, 
are 42 files of journal which are complete 
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from volume one to date, and many other 
files which lack only a few numbers. It is 
our policy to complete each year as many 
of our files as our resources permit. 


The service now offered by your Library 
has been developed with the enthusiastic 
co-operation and aid of the doctor libra- 
rians and the members of the Library 
Committees. It includes the preparation 
of bibliographies on any subject, without 
charge, and the collection of the material 
available in the city. Requests for refer- 
ences may be made by telephone, letfer or 
personal call. We have established priv- 
ileges on interlibrary loan with the Army 
Medical Library, the College of Physicians 
in Philadelphia, John Crerar Library in 
Chicago, and the St. Louis Public Library. 
From any of these institutions material 
may be borrowed for the cost of transpor- 
tation. From John Crerar Library, we 
receive material of a scientific, but not 
necessarily medical nature. From the 
Library of the Journal of the A. M. A., 
We may secure journals of very recent 
date, since unbound material is unavailable 
for loan from the Army Medical Library. 
From the St. Louis Public Library, we 
borrow material of a popular nature which 
might have a bearing on the subject dt 
hand. 


Your Library receives the complete 
series of Abstracts published monthly by 
the American Institute of Medicine, from 
which we secure short resumés of articles 
in foreign languages or not at hand in our 
collection. We are members of the Prior 
Consulting Bureau, by virtue of which we 
receive the abstracts published in their 
International Medical Digest. Through 
this same service we secure abstracts, at 
length or in brief, of unavailable material, 
complete translations, copies of designated 
articles. A further feature of this service 
is the furnishing of photostat prints of 
material desired, an invaluable asset as 
regards plates, or in the case of rare books, 
which may not be borrowed from any 
Library. 


It is our endeavor, through our organi- 
zation, to make available to the medical 
profession of New Orleans, the entire field 
of medical lierature, either from our own 
shelves or by loan from co-operating 
libraries. 


So much for the collection of material. 
Having reviewed the literature to the ex- 
tent desired, the next step is the formation 
of a working outline and the development 
of the theme. From the articles examined, 
a summary decision will have been made 
as to the method of treatment for the sub- 
ject-matter presented. The formation of 
an outline is most important to obtain 
emphasis, from the standpoint of rhetoric, 
in bringing out with greatest benefit the 
purpose of the contribution. It is only by 
means of a well-formed outline that coher- 


ence in the whole, and the limits of 
inclusion as regards content may be 
observed. 


This preliminary frame-work of sub- 
ject-matter should include a suitable title, 
suggestive subheads, a clear summary and 
logical conclusions. The statement of title 
should be brief and definitely indicative of 
content. Subheads should cover specifi- 
cally the various phases touched upon in 
the theme. A summary should review the 
content and form a basis for a formula of 
logical deductions. 


The development of the theme and the 
preparation of a paper for presentation 
and consequent publication bring into play 
a knowledge of many technical details of 
authorship—conformation to one person 
and tense; the introduction of case reports, 
illustrations, charts, and the forms in 
which they may best be made to serve 
their purpose; the citation of bibliographic 
referencés in consistent form—all these 
make up a distinct problem to which time 
and space forbid adequate treatment on 
this occasion. Each lends its aid toward 
correct style and power in composition. 

Just a word as to the time element. We 
are all too prone to postpone until the 
last minute matters outside our regularly 














strenuous routine. 
however, if the preparation of a communi- 
cation is delayed and correspondingly hur- 


In medical authorship, 


ried into form immediately before pre- 
sentation, it loses thereby a power which 
can only be gained through re-reading, 
study and careful revision. Successful 
authorship has the prerequisite of careful 
method, technique and correction, prior to 
publication. It is only by studied care in 
these matters that skill and prowess in 
writing are to be obtained. 


In conclusion, I would again offer for 
your full use, the complete resources of 
your professional library, with the various 
services it has developed, including any 
possible aid which the Assistant Librarian, 
in charge, may have it in her power to 
give you. 


DISCUSSION 

Dr. H. E. Bernadas: Miss Marshall’s paper 
should not be passed over without ample discus- 
sion. The very idea that brought the paper forth 
should be discussed. I think our President and 
the Chairman of the Scientific Essays Committee 
are to be congratulated on entering upon a new 
line of thought. 


Miss Marshall’s paper on the preparation of 
medical papers and the possibilities of our library, 
which has grown to be a source of such invaluable 
information, is a radical departure in medical 
papers. I know of nothing which should furnish 
more food for thought than this paper. She has 
endeavored to impress upon us the aid which we 
may receive from her research work. She has at 
all times been and is always ready to help in any 
research work in her library. She has stressed 
the methods and technique required to write a 
paper intelligently. She has laid stress upon the 
fact that, first, we must be familiar with the sub- 
ject we intend to exploit; second, to correlate and 
gather all information pertaining to the matter 
from other sources, and last, but not least she 
has impressed upon us the fact that we must, after 
this is done, forget that we are medical men and 
become temporary authors, that is, see that our 
papers are written in good English—correct 
English. 

She has impressed upon us that our papers are 
the records of our knowledge, our attainments 
and our ability by which the future will gauge 
us. In other words, she very probably would 
have told you that our writings are the finger 
prints of our mentality. 
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Dr. Homer Dupuy: Having served as Librairian 


for nine years, I may be forgiven when I pour the 
unction of flattery to my soul by indulging the 
belief that I did my share towards the upbuilding 
of our really great Medical Library. I agree with 
Miss Marshall, the medical author should have a 
clear, definite idea of the matter to be included in 
his essay. I go further, he should likewise know 
what is to be excluded. For he above others 
must practice the most humane of virtues in a 
medical writer, brevity. The Medical Index is our 
greatest asset for research work. At first it pre- 
sents difficulties in its manner of procedure; this 
once mastered it will prove invaluable as a source 
of reference to the literature. With such an 
efficient, courteous and helpful Assistant Libra- 
rian, our research work is now made easier. With 
30,000 volumes available, and with access to the 
Surgeon General’s Library, Miss Marshall will 
agree with me, when I say, we must dig deep or 
taste not of the Perian spring, for a little knowl- 
edge is a dangerous thing. 





ACCESSORY NASAL SINUS DISEASE 
IN CHILDREN* 
CHAS. A. McWILLIAMS, M. D., 
GULFPORT, MIss. 


On account of so much attention being 
directed to the relationship of infected 
tonsils and adenoids to diseases of the 
upper respiratory tract we very often 
forget to include the sinuses in our ex- 
aminations of children. It is a common 
practice to attribute all chronic colds 
with nasal discharge to diseased tonsils 
and adenoids but. we are frequently con- 
sulted about cases in which tonsils and 
adenoids have been completely removed, 
yet the child continues to have the same 
nasal discharge and cough. It is in just 
this class of case that we do not get the 
full benefit of the operation and in the 
mind of the laity the operation is a failure. 

It is for this purpose that I make a 
plea for a very careful examination of 
the sinuses of every child. Especially is 
this important when the nasal symptoms 
predominate. I have reference to the case 





*Read before Mississippi State Medical Asso- 
ciation, Biloxi, May 12-14, 1925. 
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before the removal of the tonsils and 
adenoids, because I find it better to explain 
to the parent about the presence of a sinus 
infection before operation. Then if the 
nasal symptoms do not clear up in due time 
we can direct. our treatments to the relief 
of the sinus disease. 

Dean and Armstrong investigated the 
sinuses in a group of children presenting 
the common symptoms of infected tonsils 
and adenoids. They found 65 out of 150 
cases to have some definite involvement of 
the sinuses. 

Our attention has been drawn to the 
importance of the sinuses in children dur- 
ing the past few years by Dean, Arbuckle, 
Montgomery and others. Numerous cases 
of cardiac disease, nephritis, arthritis and 
bronchitis have been revorted by them. 

Schaeffer’s description of the sinuses is 
as follows: 

“By the end of the first vear the max- 
illary sinus is sufficiently developed in width 
to extend beneath the orbit. 

“As a rule, one can not be sure of the 
frontal sinus until the sixth to twelfth 
month of post fetal life. 

“It must not be overlooked that even in 
early childhood the anterior and posterior 
group of ethmoid cells are fairly well 
established and subject to disease. The 
sphenoid sinus in early childhood is more 
precocious than one would infer from 
diverse statements in the literature. They 
may come in intimate relationship with 
the ophthalmic and maxillary nerves and 
be a potent factor in childhood neuralgias 
of the trigeminal nerve as early as the 
third year. It is obvious that the sphenoid 
sinus is of early importance clinically and 
by the second or third vear has assumed 
proportions sufficient!y large, to become the 
seat of pathological processes and to retain 
infectious material in its cavity.” 

We find during each severe coryza, 


measles, scarlet fever, influenza and some 
of the other infectious diseases that the 
sinuses of children are more or less in- 
volved. 


If there is proper drainage and 








the patient’s resistance is good there is no 
permanent damage. 

Probably the most freauent symptom is 
sneezing, particularly in the morning. The 
next most frequent symptom, I find, is a 
dry, unproductive cough. This is especially 
common at night and sounds very much 
like whooping cough. One case of mine 
had a slight afternoon temperature and 
some suspicious shadows in her lungs with 
a cough of several months duration. 
Drainage of the sinuses cleared up the 
cough. Hoarseness is frequently a symp- 
tom. Enlargement of the posterior group 
of cervical glands occurs. There is always 
a chronic nasal discharge but the patient is 
not aware of it as a rule. It usually drops 
in the post nasal space. 


In making diagnosis I depend chiefly 
upon a visual examination of the nose 
and throat. If the nasal symptoms pre- 
dominate it is very important to exclude 
infection of the accessory sinuses. The 
throat is examined to determine the con- 
dition of the tonsils and adenoids, but 
more attention is given to the pharynx. 
A thick muco-purulent discharge coming 
from the post. nasal space with an enlarged 
lateral band of lymphoid tissue is good 
evidence of sinus infection. A follicular 
pharyngitis is often found. 

The nares are examined before and after 
shrinkage. The nasal mucous membrane is 
thick and boggy and the discharge is 
usually found along the inferior turbinate 
or coming from under the middle tur- 
binates. A spur, ridge or thickening of 
the septum is usually seen. Suction gives 
valuable information. Transillumination 
sometimes is of value but more often is a 
useless procedure, especially as used under 
ordinary conditions. And so is the X-Ray, 
in some cases, misleading, unless the in- 
fection is unilateral. A purulent discharge 
will show more in an X-Ray than a simple 
mucous discharge. 

The nasopharyngoscope gives valuable 
information but often can be used only 
with a general anesthetic. Irrigation of 
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the antrum can be done in the older 
children. 

The simple acute infections respond very 
quickly to treatment. A laxative, rest in 
bed, nasal irrigation with normal saline 
and argyrol instilled in each nostril usually 
suffice. The more stubborn cases require 
Very frequently a Brawley or 


other water suction apparatus 


suction. 
is given 
the patient to use at home. 

Dean has found that 80% 
cleared up after the tonsils and adenoids 


of his cases 


were removed. 


If we have a case with a definite sinus 
infection and diseased tonsils and adenoids, 
we first remove the tonsils and adenoids 
and then irrigate each maxillary sinus, 
using Deans antrum trocar. By injecting 
about 4 cc. normal saline with a 10 cc. 
glass syringe through the trocar canula 
and aspirating it with the syringe, we are 
able to determine whether the antrum is 
infected. If the solution is cloudy or very 
thick an antrumotomy is done, using a 
Brawley rasp and enlarging the opening 
with a 4 mm. Reaves punch forceps. A 
rubber tube size 16 French with a collar 
is inserted through the opening with the 
aid of a frontal sinus probe. This is 
placed so as to interfere as little as pos- 
sible with respiration through the nose. It 
is removed after 48 hours. None of the 
inferior turbinate is removed, in fact sel- 
dom is it necessary to sacrifice any func- 
tioning part of the nose. Even if the 
ethmoid sinuses are badly diseased the 
drainage obtained by an antrumotomy to- 
gether with suction and irrigation will 
practically always result in a cure. 


The treatment of accessory sinus disease 
in children along the lines outlined will 
give splendid results to both the patient 
and the rhinologist. There will be fewer 
failures following tonsillectomy when we 
make it a routine practice to investigate 
the sinuses of every child coming to us for 
examination. 


THE RELATION OF ORTHOPAEDIC 
SURGERY TO GENERAL 
MEDICINE* 

JOHN T. O’FERRALL, M. D., 

NEW ORLEANS. 


During recent years I have become aware 
of a growing misunderstanding of the 
branch of surgery which relates to bone 
and joint disease and a misconception of 
its purposes and accomplishments, upon 
the part of the average physician as well 
as the lavman. With this fact before me, 
I am going to resurrect a few details, 
which may be common knowledge to most 
of you but may serve to refresh the mem- 
ories of others, or enlighten some. 

Orthopaedic Surgery as a part of gen- 
eral medicine dates back many genera- 
tions. Its name, taken from the two Greek 
words “orthos” and “pais, meaning 
straight child, is often misinterpreted as 
being derived from the Latin “pes,” and 
therefore confining its activities only to 
pathological conditions of the feet. It is 
a distressing fact that so many shoe fitters 
and salesmen of stock arch supports are 
taught this derivation and in calling them- 
selves “Orthopedic Specialists” more easily 
defraud the ever-gullible public and con- 
tinue their harmful practices. It is of 
much more serious moment to know that a 
very great many of our own profession 
send their patients to these people for the 
relief of their complaints; whereas, an in- 
telligent and careful examination would 
reveal the real condition, and the applica- 
tion of a few simple measures would bring 
relief. 


The growth and importance of this 
branch of general medicine has developed 
so rapidly in recent years that its name 
has become a misnomer. It can now be 
said that modern Orthopaedics represents 
a surgical and medical treatment of the 
bones and joints, preservation of the func- 
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tion of their controlling ligaments, muscles 
and tendons, and the prevention and cor- 
rection of distortion and deformity, 
whether congenital or acauired. There is 
no mystery or clairvoyance associated with 
it as a specialty. It is based upon the 
sound principles of careful medicine and 
conservative surgery. 


One of the reasons for the rapid devel- 
opment and growth of this branch of medi- 
cine is the absence of interest shown by 
the average physician in unusual disabili- 
ties and chronic conditions; unfortunately, 
also, from the lack of attention to detail 
and the failure of the application of the 
principles and methods of progressive sur- 
gery on the part of the general surgeon 
and general practitioner. It is too often 
the case that the patient has not been care- 
fully examined; in many instances removal 
of his clothing and examination of the part 
complained of has not occurred. This is 
not happening only in the country and 
smaller cities but is daily brought to our 
attention in the important medical centers. 
A careful physical examination, general, 
or the part complained of, should be re- 
ligiously done. 


Orthopaedic Surgery, contrary to the 
belief of some, is not a specialty which 
teaches you that all cases falling within 
its province are chronic and therefore in- 
curable. To the contrary, it loudly sounds 
the call for preventive medicine and offers 
relief and cure for preventable deformi- 
ties and so-called incurables. Nor does it 
teach you that every hip condition in a 
child or young adult is tuberculous and the 
patient therefore condemned to be, and ex- 
pected to be, a life long cripple. It cries 
out to you, the men who generally see these 
conditions in their incipiency, to apply 
modern diagnostic methods, investigate all 
possible sources of infection and be ready 
to apply simple traction to relieve pain and 
prevent deformity. It most emphatically 
does not teach you that congenital club foot 
should be given indifferent treatment, or 
no treatment at all, until the baby is 


3, 6 or 9 months old, or even older. It 
pleads with you to demand of the parents 
that correction be begun as soon after 
birth as possible. Plaster-of-Paris splints 
are often applied at the early age of 10 
days to 6 weeks. In this day of enlight- 
enment. an uncorrected club foot, at any 
age, is a reflection upon the community at 
large and especially upon its doctors. 


With the help of the general practitioner 
and the general surgeon, the orthopaedist 
is greatly concerned in the early, as well as 


‘ the late, care of the many cases of infantile 


paralysis which exist throughout every 
part of our country. The early diagnosis 
is, as we all know, difficult, but fortunately 
the acute or painful stage is short and 
what has occurred is soon realized when 
the child again attempts to walk. It is at 
this time that active steps must be taken 
to prevent the development of deformities, 
which are, of course, due to contraction of 
the active groups of muscles, and repre- 
sent the real problem in the treatment of 
the disease. If complete co-operation of 
the parents and the physicians seeing these 
cases early could be obtained, thus pre- 
venting deformity, the late treatment of 
infantile parlysis would be greatly simpli- 
fied. As soon as possible after the acute 
stage of the disease has subsided, splints 
or braces, designed to prevent deformity 
should be applied and worn continuously, 
day and night, associated with massage, 
muscle training and intelligently adminis- 
tered electricity, to preserve muscle tone. 
Of course, after deformity has occurred, 
which is the usual thing and is due to im- 
proper treatment, operative stabilization is 
indicated and usually offers opportunity 
for improvement. I therefore make an 
appeal to you all to give adequate protec- 
tion to all extremities involved in these 
cases with the paramount idea of prevent- 
ing deformity. 


Very little thought and attention is 
given to the subject of attitudinal disturb- 
ances or conditions due to poor posture. I 
mean by poor posture the attitude we 
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assume in sitting, standing and walking, 
which gives evidence of faulty weight bear- 
ing lines and resulting in visceroptosis, 
back and foot strain and scoliosis, es- 
pecially in young women. The popular 
“debutante slouch” which is exaggerated 
by the modern practice of “parking cor- 
sets,” gives one a continuous demonstration 
of these flat-chested individuals, with prom- 
inent abdomen, flat lumbar spine and 
round shoulders. It is needless to remind 
you that such a relaxed carriage, upon the 
part of anyone, gives rise to frequent back 
strain, foot strain, and gastro-intestinal 
disturbances. An even more serious result 
is the production of a fixed scoliosis of 
varying degree, the correction of which 
represents one of the most difficult prob- 
lems with which we are confronted. The 
many growing children of school age and 
young adults brought to their family 
physician for vague pains, often called 
“growing pains” and described as under- 
nourished, should have the benefit of a 
careful examination of the spine and ex- 
tremities to discover such deformities in 
their incipiency, when they are correctable. 
In this connection, every child of school 
age should be examined at least once a 
year for such attitudinal or postural de- 
fects. It is a common thing in my expe- 
rience to have mothers bring their children 
in with an uncorrectable scoliosis with 
severe rotation, saying the condition has 
just been discovered, when, as a matter of 
fact, it has existed for a year or two. 
Nevertheless, the condition has escaped the 
family physician, the school physician and 
the school nurse, because the spine has 
never been examined. I am heartily in 
accord with examination of the hearts and 
lungs of our school children, but I regret 
that so little attention is given to the ex- 
amination of the spine and extremities. 


Another neglected form of posture, giv- 
ing rise to preventable deformities, is that 
associated with recumbency. Many of our 
friends and patients present themselves 
after a prolonged illness with contracted 


Achilles tendons, shortened ham-string and 
thigh flexor muscles and round back, some 
of whom carry these conditions through 
the remainder of their lives, because proper 
attention has not been given to bed pos- 
ture. With proper springs and mattresses, 
bed shoes and posterior splints, all of these 
deformities can be prevented. 


Back strain, the “industrial lame back,” 
lumbago, sciatica, sacroiliac strain, all can 
be classified under one heading, that is, 
sacro-lumbar strain. Such a condition of 
painful back is always with us and is one 
of the most common conditions we see in 
its varying degrees of severity. It is also 
one of the most puzzling conditions, es- 
pecially in compensation cases, with which 
we have to deal, and tests the patience and 
ingenuity of most of us, to determine when 
a man is malingering or when he is free 
from pathology. A very common type of 
back strain is that manifesting itself as 
the symptom complex known as “sciatic- 
scoliosis.” The history obtained in these 
conditions generally indicates that the 
trouble had existed over quite a long 
period of time and the symptoms are 
usually precipitated while the patient was 
stooping forward or lifting something. 
The clinical symptoms are, a list of the 
lumbar spine toward or away from the 
affected side, with a compensatory curve 
of the dorsal spine. There is tenderness 
over one or the other lumbo-sacral angles 
and pain referred to the buttock, thigh and 
leg, or the entire sciatic distribution on the 
affected side. There is spasm of the lateral 
spinal muscles. The condition is exceed- 
ingly disabling and does not respond to 
the ordinary methods of treatment for 
back strain. It is found necessary to put 
the patient at rest in bed in Bucholz posi- 
tion, which is 45° of straight leg raising, 
on the affected side, with extension of from 
10 to 15 pounds. The leg is gradually 
lowered, as the spasm subsides, until the 
straight position is reached. After a few 
additional days’ rest in this position, a 
plaster jacket is applied with the patient 
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in the Sayre frame. After 4 to 6 weeks 
of such fixation a wide lumbo-sacral belt 
is applied and generally no further dis- 
comfort is experienced. 


It is not meant to infer that all cases 
of lame back occurring in those engaged 
in industrial occupations are due to back 
strain. It is necessary in many of these 
conditions to differentiate between the real 
back strain and cases of chronic arthritis, 
especially of the hypertrophic type. It will 
often be found that patients have not be- 
fore suffered from back pain until an injury 
is received, but upon careful examination 
it is discovered that they have a severe 
hypertrophic arthritis. Their injury has 
precipitated the symptoms, yet the basic 
condition has in no way the injury as its 
real etiological factor. It is also believed 
that many cases of anomalous 5th lumbar 
transverse processes are potential lame 
backs and undoubtedly in some instances 
trouble is due entirely to these large trans- 
verse processes of the 5th lumbar vertebra. 
It has been discovered in some instances 
that the transverse process has impinged 
upon the wings of the ilium and a fracture 
of the transverse process produced. If 
time permits, a few lantern slides, illus- 
trating such cases, will be shown. 


Although the subject has been written 
upon frequently and discussed in many 
medical meetings, it is still not understood 
by the profession at large that fractures 
of the surgical neck of the femur occurring 
in adults, and especially in those beyond 
the age of 50 years, are readily curable if 
given adequate treatment. This existing 
misunderstanding is far too easily proven 
by the large number of patients condemned 
to the permanent use of crutches, especially 
older people, because they have been told 
they are too old to be given the proper 
treatment. and instead have been left to 
“let nature take its course.” Nature very 
often takes its course in the form of hyper- 
static pneumonia and takes the patient 
along also. It is hard to understand why 
surgeons forget the first principle of the 


healing of fractures when confronted with 
such problems, that is, that successful 
healing of bone fragments is dependent 
first upon proper apposition. The fixation 
of these fractured hips in a plaster-of- 
Paris spica in Whitman’s position offers 
painless reduction, accurate apposition of 
fragments, and anatomical alignment, 
which means a minimum of shortening. 
Not only do the above essential and ideal 
conditions prevail, but the patient is com- 
fortable; she can be easily and frequently 
turned in bed, thereby reducing the danger 
of pneumonia to a minimum. Within a 
few weeks after the application of such a 
plaster the patient can be gotten on her 
feet, assisted by crutches, and her period 
of complete disability considerably _les- 
sened. After it is certain healing has been 
accomplished, the use of a walking caliper 
splint is essential to protect the soft ca!- 
lous from the stress of weight bearing and 
possible late shortening. 


Despite the fact that broken bones have 
been mended since the beginning of man 
and still play a large part in the practice 
of medicine, there is no one subject which 
is more grossly neglected and the princi- 
ples of the treatment of which no more 
frequently violated than that of fractures. 
Ever so frequently patients are seen who 
are complaining bitterly of pain after re- 
duction of a fracture. To quote Sir Robert 
Jones, “This should never be, for upon the 
complete reduction of any fracture pain 
ceases.” It is not, however, the faulty 
reduction which is accountable always for 
this pain. It is far too frequently discov- 
ered that the coaptation splints, whether 
of boards or plaster, are so much too tight 
that the pain is unendurable and ischaemia 
is imminent. It seems to be a common 
belief that in order to maintain the align- 
ment of a fracture, after reduction has 
been accomplished, that the splints must 
be applied as tightly as possible, forgetting 
that circulation must not be interrupted 
and that swelling must be allowed for. 
Once a fracture is reduced the slightest 














pressure from the splints will maintain the 
alignment, the patient will be comfortable 
and danger of deformity from ischaemia 
will be overcome. If the splints are to be 
made of plaster-of-Paris, they should be 
immediately bivalved, thus permitting 
swelling without pain and deformity. 


A common belief prevails that the text 
book must be followed to the last letter 
and once a splint is applied it must not 
be removed until the accepted six weeks 
necessary for its healing has elapsed. Of 
course forgetting that if a fracture is re- 
duced, that cohesive properties of the callus 
produce sufficient union for careful hand- 
ling within 10 days to 2 weeks, and in 
order to insure joint function and reduce 
both bone and muscle atrophy, very careful 
removal of the splints associated with ac- 
tive and semi-passive motion should be 
begun. Such treatment, if properly done, 
increases circulation, thus hastening union. 


While it is important to remember, as 
mentioned a few moments ago, that enough 
callus is thrown out in fractures cases to 
permit early motion of adjacent joints, at 
the same time it is equally essential to 
realize that the callus manufactured in the 
repair of fracture does not become suffi- 
ciently consolidated to permit ordinary use 
or full weight bearing in the time advised 
in the average text book. It has been 
conclusively proven that callus is still soft 
and shortening of fractured extremities is 
still possible six to eight months after re- 
duction of the fracture. It is for this 
reason that many can account for shorten- 
ing of their lower extremities some time 
after the splints have been removed. Many 
cases, also, of so-called non-union are sim- 
ply cases in which consolidation is slow, 
and a satisfactory result will occur if the 
facts just stated are kent in mind and the 
case handled accordingly. 

It is an unfortunate fact, in this connec- 
tion, that so little is known of the caliper 
splint by the general medical profession. 
There is no one splint which is so useful, 
so important, in the treatment of fractures 
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of the lower extremities, and so simple, in 
its measurements and manufacture. This 
splint is designed to transfer the weight 
from the bones of the lower extremity to 
the pelvis. This is accomplished by means 
of a padded iron ring to fit the upper thigh 
and against the tuberosity of the ischium, 
to which is attached two iron uprights 
which terminate by a caliper into a 
tunnel into the sole of the shoe. The only 
measurement necessary in ordering this 
apparatus from the bracemaker is the cir- 
cumference of the thigh at the groin and 
the inside length of the leg from the crotch 
to sole of the shoe. The brace should be 
fitted full long to insure protection of the 
fracture and accurate transfer of weight to 
the pelvis. This brace not only serves to 
protect the recent fracture, but at the same 
time permits activity on the part of the 
patient. 


Further after-care of fractures is in 
many instances of equal importance to that 
of the initial care. Physiotherapy offers 
this much needed adjunct to medicine and 
surgery. No community is fully equipped 
to properly handle bone and joint condi- 
tions unless at least one institution or 
office can offer such facility. Baking and 
massage administered by a fully trained 
individual are invaluable in the mobiliza- 
tion of joints and increasing muscle func- 
tion. It is a mistaken idea that massage 
can be administered by anyone that comes 
along; it must be done by a competent, 
trained person. Diathermia has proven 
itself of greatest assistance in promoting 
the reduction of scar tissue and adhesions, 
the absorption of excess joint fluid and the 
healing of fractures in which there is non- 
union or delayed union. Faradic and Gal- 
vanic electricity, intelligently applied, is 
often of the greatest value in maintaining 
muscle tone and assisting the return of 
nerve supply. The present day apparatus 
is far superior to the cumbersome machines 
of a short time ago, and if carefully selected 
almost universally proves satisfactory. 
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In closing I wish to impress upon you 
that this paper is not presented in a spirit 
of criticism but in an effort to bring before 
you some of the common errors in treat- 
ment and to suggest some of the means 
toward improving our end results. 

Since writing this paper, I have seen two 
cases in consultation, both of whom had 
spent a week in a private hospital in a city 
of 50,000 after an automobile accident and 
were sent home with diagnosis of bruises. 
Upon applying to my office for treatment, 
it was found that one had a crushed frac- 
ture of the 12th dorsal and 1st lumbar ver- 
tebrae, and the other a fractured pelvis in 
three places. These mistaken diagnoses re- 
sulted from careless examination. 





PNEUMOTHORAX THERAPY IN 
TUBERCULOSIS* 


INDICATIONS—RESULTS 
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GENERAL CONSIDERATIONS 

The age old quest for a cure of pul- 
monary tuberculosis is prosecuted today 
perhaps more intensively and extensively 
than ever before in medical history, but, 
unfortunately, none of the recently heralded 
(by the lay press) cures have demonstrated 
their value and safety. I do not come to 
you today with a discussion of a cure, but 
in presenting the subject of pneumothorax 
therapy in tuberculosis it is my object to 
attempt to evaluate, in only a limited way, 
certain phases of this proven aid in treat- 
ment. I use the term proven advisedly, for 
there has been no single contribution to 
tuberculosis therapy within the past twenty 
years comparable to it, and I feel it would 
be indeed an unwarranted waste of time, 
as well as an unnecessary defense of an 
accepted mode, to labor the point, that 
pneumothorax therapy has an accepted 
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position in the armamentarium of the 
modern phthisiologist. Granted, then, that 
this method of treatment. has proven its 
value, within the limitations of its present 
applicability, it may be worth while to 
summarize most briefly, (for the literature 
is voluminous as well as valuable), under 
what conditions it should be used, and what 
results may be expected from its use in the 
hands of the competent. At the risk of 
possible misunderstanding and facing the 
chances of criticism for too narrow dog- 
matism, I insist that it is a method (like 
a good many other high powered ones, for 
both good and evil) which should be under- 
taken only by the competent and careful 
observer. 


It is quite obvious that. the method 
attempts putting at rest at least the path- 
ological portion of the diseased lung, if not 
the whole of it, and Krause has well argued 
that Rest is a specific treatment of tuber- 
culosis. It further presupposes one ade- 
quately competent lung for respiratory 
purposes, if one only relatively free of 
disease. This at once suggests that the 
ideal case for such a treatment is one with 
advanced or advancing lesion that is prac- 
tically unilateral—a condition not found as 
often since the general use of stereoscopic 
plates as was formerly supposed. In a dis- 
cussion of the slides I shall have something 
further to say later relative to the value of 
the X-ray in the choice of cases for pneu- 
mothorax therapy, as well as its valuable 
help in the course of treatment. The dis- 
covery of such a unilateral advanced case 
does not assume the immediate institution 
of the treatment, until a sufficient. time has 
elapsed under routine conservative treat- 
ment in bed to demonstrate the inadequacy 
of such measures. As in the management 
of pneumothorax, so in the selection of 
cases it is well again to remember the old 
maxim, festina lente—make haste slowly— 
try to be sure rather than sorry—that is, 
sure that you are dealing with a pair of 
lungs, one side of which gives a reasonable 
expectation of sustaining the entire res- 




















piratory effort, granting the success of the 


collapse of the worse diseased side. Since 
discredit, as well as discouragement follows 
any radical remedial effort unwisely chosen 
or hurriedly instituted, it is almost super- 
fluous to add that its use, only in those last 
hopeless and desolate cases, when it is 
spoken of as an ultimum refugium, and 
frankly admitted to be such, is hardly fair 
in the expectation of accomplishing the 
impossible, miraculous as have been some 
of the results which we have all seen. In 
other words, pneumothorax therapy has its 
definite limitations. 


Before discussing these, it might be well 
to state that penumothorax can best be 
used with the patient under sanatorium 
control, and in proximity to the fluoroscope. 
Certainly a rigid regimen is indicated in 
the beginning of the treatment, and to 
allow infractions of the rules of rest early 
is to court disaster. Also, to attempt too 
general a classification and routine in these 
cases is most. unwise, for the rule of indi- 
vidualization, so necessary in the general 
management of tuberculosis patients, ob- 
tains here with equal force. 


INDICATIONS 

What, then, are the indications and limi- 
tations of pneumothorax therapy? With 
respect to the worse diseased lung, there is 
fairly general unanimity that it should be 
used (1) in severe acute infiltrating and 
cheesy pneumonic processes involving one 
lung or a part thereof; (2) in chronic 
fibrocaseous tuberculosis that is progressive 
with little or no demonstrable cavitation; 
(3) in chronic destructive processes with 
fibrous degeneration and cavitation; (4) 
in the replacement of extensive pleural 
exudate, sometimes combined with auto- 
serotherapy; (5) for the control of other- 
wise uncontrollable, or too often repeated 
hemorrhage with the danger of dissemina- 
tion therefrom; and (6) to continue spon- 
taneous pneumothorax. In such a classifi- 
cation it is quite obvious that these cases 
are arrived at by a proper correlation of 
the physical, roentgenological and clinica! 
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findings. I deem it important. to emphasize 
this, as reliance upon either one to the ex- 
clusion of the other is sure to lead to 
disaster. 

In addition, pneumothorax is used at 
times in desperate cases as a palliative 
measure for the control of cough and 
copious expectoration, though its indiscrim- 
inate use for these purposes should not be 
undertaken. The more or less general 
unanimity of opinion as to the indications 
for pneumothorax, so far as the worse 


_diseased lung is concerned, unfortunately 


does not obtain with respect to the good 
or better lung, and every writer has his 
own opinion as to the extent and degree 
of tuberculosis present in this lung that is 
permissible with the hove of safety and 
success. Naturally, the ideal is a contra- 
lateral lung that is practically negative, so 
far as clinical and roentgenological exam- 
inations show. These cases are rare if the 
disease is more than moderately advanced 
in the bad lung. The next in point of hope- 
fulness are those in which there is a peri- 
bronchial infiltration, spoken of only a few 
years ago as peribronchial beading or stud- 
ding. In these cases, the abnormal physical 
signs are usually confined to breath changes, 
though the X-ray reveals definite increase 
in the shadows of the bronchial tree. The 
next class of cases is that of fibrecaseous 
lesions involving the upver portion of the 
contralateral lung, these involvements being 
divided into quiescent and active lesions. 
The most careful study and critical dis- 
cernment are necessary in such a deter- 
mination, for, if much activity is present, 
there is danger of its aggravation, whereas, 
if the lesion is relatively quiescent the 
pneumothorax may be undertaken with a 
considerable degree of confidence and 
hope. The classical physical sign of ac- 
tivity (if there is such) is the presence of 
moist rales, particularly those heard in 
showers, though it is always well to recall 
how remarkably pleural crepitations can 
simulate moist rales. As always, in pneu- 
mothorax work, the stereosconic plates 
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give invaluable assistance in the effort to 
determine the activity or quiescence of a 
lesion. But this method too has its very 
definite limitations, for the X-ray at best 
is but an instrument of precision for re- 
cording densities, and it is the interpreta- 
tion of these densities that calls for the 
greatest skill and experience. Here it is 
well to emphasize the frequent failure of 
the physical and roentgenological findings 
to agree. Reliance upon one to the exclu- 
sion of the other will lead to serious error. 
Early in pneumothorax work, so great was 
the respect for the contralateral lung that 
one presenting more than the minimal evi- 
dence of disease was rarely subjected to the 
procedure. Again, early in this work, 
observers were somewhat divided in their 
opinion as to the effect pneumothorax 
had on the contralateral lung. With wider 
observation, with better technic of admin- 
istration, and improvement in judgment 
and experience, it has been so common an 
experience to see a lung that gave evidence 
of considerable disease show unquestionable 
evidence of improvement with the progress 
of the collapse on the other side, that many 
observers are extending the field of the 
choice of cases to those that ten years ago 
even would have been considered impossi- 
ble. True, the result in these cases de- 
pends upon a good many other factors, 
such as the skill of the operator and his 
judgment in the management of the col- 
lapse, the degree of compression obtained 
and the kind of lesion collapsed, the flex- 
ibility of the mediastinum, the occurrence 
of exudate, etc.—but the point I wish to 
make is that, if you have a progressive and 
destructive lesion in one lung, with a mild 
fibrocaseous lesion in the upper half of the 
upper lobe of the contralateral lung, such 
a case may be given pneumothorax with, at 
times, miraculous results. If the progress 


and destruction in the worse lung is not too 
great, it is always wise to wait awhile, 
placing the patient at complete bed rest 
with the hove of allowing the better lung 
to quiet down. 


How long it is safe to wait 





calls for only the wisest discrimination and 
the keenest judgment, and unfortunately 
there are no rules to supply these. 


Some advise the use of small injections, 
with the idea of partial collapse, until the 
severity of the active process is somewhat 
quieted down, and the pneumothorax then 
undertaken more fully. 


DUBIOUS CASES 


In spite of the most careful clinical and 


roentgenological study, there always will be 
a certain number of cases about which you 
will be dubious ;—first, as to the possibility 
of doing a pneumothorax, and second, as to 
your justification in attempting it. With 
respect to the former, I think it can be 
stated with assurance that at times, in spite 
of clinical evidence of an apparent oblitera- 
tion of the free pleural space, and X-ray 
findings that seem hopelessly to discourage 
the effort by showing a homogeneous den- 
sity associated with thickened and adherent 
pleural leaves, you will find, with care in 
the selection of your point of entrance, a 
relatively free space, and the pneumothorax 
can be readily started. In other words, if 
the other conditions warrant the effort, no 
matter how discouraging the physical and 
X-ray findings appear, it is impossible to 
foretell the possibilities of effecting a pneu- 
mothorax until you have tried, and this may 
mean a good many trials. Again, if you 
are in doubt about the integrity of the con- 
tralateral lung, and yet, in spite of the most 
rigid rest regimen, the condition is pro- 
gressive in the worse side and the patient’s 
general condition is becoming graver, it is 
the better part of judgment not to wait too 
long before starting pneumothorax, for your 
patient must have some fighting chance left 
when you decide on the pneumothorax; and 
not infrequently the relief from toxemia, as 
a result of the compression, will have the 
most remarkably salutary effect on the un- 
compressed side. Here, too, you proceed 
with sufficient slowness to observe the first 
evidence of disaster to the good lung, and 
either cease the injections or withdraw 














what has been put in, 
arise. 


should necessity 


LIMITATIONS 

Of the limitations of the method a great 
deal has been said, and much of the 
disparagement of it is doubtless due to the 
reason that its injudicious use in improperly 
selected cases, with consequent failure and 
disaster, has naturally fostered criticism 
and disrepute. It is obvious that it is im- 
possible to effect a pneumothorax unless 
there is a certain amount of free pleural 
space, and yet you can’t tell whether it is 
free or not until you have tried. One of 
the most spectacular cases in my experi- 
ence of twelve years with the method was 
the successful effort on the seventh trial at 
entry, after six devastatingly sad failures, 
for I was convinced failure meant the death 
of this patient. The patient has now been 
well two years and recently spent the win- 
ter in St. Petersburg, Fla., without any 
ill effects. Again, with large cavities 
near the periphery of the lung, in addition 
to the highly probable presence of firm 
pleural adhesions preventing a satisfactory 
collapse of the cavity and the consequent 
failure of the procedure, there is the immi- 
nent danger of spontaneous pneumothorax 
occurring as a result of the gas pressure, 
and this too frequently means a speedy 
termination. In collapsing a lung for the 
control of hemorrhage—first comes up the 
decision of the origin of the hemorrhage— 
not always the easiest thing in the world to 
determine—and then the next thing is the 
degree of compression compatible with 
safety, first in stopping this hemorrhage, 
and second in not forcing blood into unin- 
fected areas or blocking it up in excava- 
tions with the inevitable disaster of such 
procedures. Advancing, particularly ede- 
matous, laryngeal tuberculosis, as well as 
manifest involvement of the intestinal tract, 
naturally forbid the employment of the 
method. I naturally have refrained from 
a discussion of its use in those far advanced 
bilateral cases in which it is a question 
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which lung should be collapsed, for here, 
usually only palliation is expected, and if 
the procedure is expected to be used later 
on the other side, there are too many 
factors for decision to enter into a discus- 
sion of them now. 
CAUSES OF FAILURE 

The causes of failure of the method, are 
of course, first of all failure to find a free 
pleural space, due to an obliterative pleuri- 
tis—not a failure of the method, for, of 
course, in such a case no pneumothorax is 
possible. The impossibility of effecting a 
real collapse because of pleural adhesions 
is one of the most potent causes of failure— 
and yet it is one of the blessings of pneumo- 
thorax that its clinical benefits are not 
entirely limited by the completeness of the 
collapse, as I shall try to show you with the 
lantern slides. Progress of the disease in 
the contralateral lung also is responsible 
for a good many of our failures; and yet, 
in these cases I have often felt justification 
for it in the amelioration for some time of 
many distressing symptoms, and because of 
the undoubted prolongation of life it gives. 
The natural hazards and causes not de- 
pendent on or associated with the tubercu- 
losis, as well as the perversity of human 
nature, and the consequent failure of proper 
co-operation on the part of the patient, also 
add to the the list of failures. The very 
common presence of pleural effusion and its 
not infrequent. seauel of obliteration of the 
pleural space, in spite of your best efforts 
to maintain the pneumothorax, also account 
for not a few failures. And the list could 
be added to by minor causes, but these are 
the chief ones. 

RESULTS 

What of the results? In a mode of 
therapy, varying all the way from com- 
plete and total compression of the lung to 
the injection of the merest quantity or film 
of air, because of adhesions and consequent 
pocketing, it is naturally almost impossible 
to evaluate the results with a degree of 
accuracy that cannot be challenged. 
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But granting first, the suitability of the 
material selected and the experience of the 
qualified observer, and the possibility of 
securing an effective, if not a complete 
collapse, the results justify the high place 
the procedure has taken in late years. In 
following the selection of cases by some 
such rules as I have laid down, you will 
arrive at the conclusion that the method is 
applicable in only about five to ten per cent 
of the patients presenting for treatment. 
And success attends its employment in this 
group in percentages that vary from fifteen 
to something above fifty, the latter figure 
being rarely achieved in any large series of 
cases. It is practically impossible to eval- 
uate results in tabulated form because of 
so many factors concerned, and further 
because in these factors such a wide diver- 
sity occurs; for instance, the choice of 
cases by an individual reporter, and the 
classification of these with results tabu- 
lated according to classes; the degree of 
disease manifested in the contralateral 
lung; the degree of collapse obtained con- 
ditioned upon pleural adhesions; the flex- 
ibility of the mediastinum; the length of 
time the collapse was maintained ; the pres- 
ence of tuberculous, as well as non-tuber- 
culous complications; the control of the 
patient during the course of treatment 
(sanatorium management offering manifest 
advantages over routine home treatment) ; 
the length of time elapsed since the last 
treatment was given; the skill and experi- 
ence of the writer, and a good many other 
factors. It is obviously unscientific to at- 
tempt to group results of two workers, one 
of whom uses the method auite early, and 


the other who waits until it is the last 
chance, too frequently the lost chance; or 
again to contrast recent results with those 
reported six or eight or ten years ago. 
Granting, then, that it helps only about 


thirty per cent of a group who represent, 
say, only about seven and a half percent of 
those presented for treatment, it is emi- 
nently justified in what it does for them, 
for in the large majority of these cases, 
pneumothorax is undertaken because of 
failure of routine measures, and without it 
an early termination is most likely. It has 
been used in the past too frequently as a 
last resort. I do not agree with those who 
extend its application to earlier and earlier 
cases, first, because this is not usually 
necessary, and second, because of the dan- 


gers of the method, of which I haven’t time 
to speak. 


As to my own results while I have used 
the method constantly since 1914, because 
of the great difficulty in keeping up with 
patients after their return home, I shall 
only report on thirty-six cases whose sub- 
sequent history is definitely known to me. 
Of these thirty-six, eight achieved an 
economic cure—or, in other words, have 
been able to return to ordinary living and 
business pursuits; sixteen were markedly 
benefited, or else materially helned; thirty- 
four per cent are dead. In other words 
sixty-six per cent of thirty-six per cent ap- 
parently hopeless cases are either better or 
cured. Some of these are still under ob- 
servation—the oldest one has not been 
gassed for over ten years. 


CONCLUSIONS + 

Pneumothorax therapy in tuberculosis 
has an established place but definite lim- 
itations. The more carefully the case is 
chosen, the more likely is the result to be 
satisfactory. Its occasional spectacular re- 
sult should not create blind enthusiasm; its 
failure should not discourage its continued 
use. It is not a substitute for proven means 
of treatment—it is an accepted aid to them. 
It should be used with meticulous care, with 
constant flouroscopic and clinical observa- 
tion, with alert apprehension, and sober 
but confident zeal. Generalization is 
dangerous, individualization is the key to 
success. 











SECONDARY TUBERCULOUS PERI- 
CARDITIS WITH REPORT OF 
CASES. 

WILLIAM B. RAWLS, M.D., 


New York CIty 


Tuberculous pericarditis secondary to in- 
fection elsewhere in the body is more com- 
mon than is generally believed; Bamberger 
and McPhedran state that next to rheu- 
matic fever it is the most common cause. 
Thym in 1897 in a detailed report of 94 
cases found pulmonary tuberculosis in 53, 
miliary tuberculosis in 28 and tuberculosis 
in other organs in 14 cases. In 5 cases the 
condition appeared to be primary. Roberts 
points out the rarity of the involvement of 


the serous pericardium as compared to the 
involvement of other serous membranes in 
miliary tuberculosis. At necropsy of 40 
cases of miliary tuberculosis observed by 
the author there was involvement of the 
pericardium in only one instance as com- 
pared to involvement of the peritoneum in 
27 instances. Osler found involvement of 
the pericardium in 7 out of 275 cases of 
tuberculosis at necropsy. Willigk noted 11 
cases in 1387 necropsies. Wells in 1048 
necropsies found pericardial adhesions in 
128 cases. The process was acute in 71 
and chronic in 57 cases. Eight of the 
acute cases were tuberculous. Metcalf 
states that the pericardium is involved in 
5% of the cases of tuberculosis. Mach- 
Lachlin in 975 necropsies found pericardi- 
tis in some form in 100 cases, or 9.75%. 
Ten of these were tuberculous, or .975%; 
among these were the largest of pericardial 
sacs filled with large amounts of fibrin and 
fluid. Christ out of 3000 necropsies on 
aged subjects found that tuberculous peri- 
carditis is frequently the cause of death in 
aged individuals, but is usually secondary 
to tuberculosis elsewhere in the body. Out 
of 81 cases of pericardities admitted to the 
St. George’s Hospital, London, between 1911 
and 1923, only 3 were tuberculous or 3.6%. 
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In 300 necropsies observed by the author 
there have been 2 cases of secondary tuber- 
culous pericarditis and one of primary 
tuberculous pericarditis. Since it is gen- 
erally accepted that most cases of idio- 
pathic pleurisy with effusion or adhesive 
pleuritis are tuberculous, is it not logical 
that the same may hold true for the peri- 
cardium? Difference of opinion has been 
expressed in the literature in regard to the 
relation of a large amount of exudate to 
tuberculous pericarditis. Bertau collected 
from the literature 12 cases of secondary 
tuberculous pericarditis proven at ne- 
cropsy; in which the effusion varied in 
amount from 1000 to 2000 cc. Berard 
and Pehu reported a case in which 2000 cc. 
were aspirated and emphasized the fact 
that the patient was able to walk about and 
was remarkably comfortable in spite of the 
large effusion. While a tuberculous ex- 
udate can and often does reach 1 or 2 
liters, it does not necessarily follow that 
a large exudate may not be non-tuberculous 
or that a relatively small exudate may not 
be tuberculous. Probably the reason that 
the patient tolerates such a large effusion; 
while some patients have died from stran- 
gulation of the heart. with small amounts 
of fluid (only 250 cc. in Gluck’s case), is 
that the chronic course has allowed the 
pericardium to stretch sufficiently to keep 
the intra-pericardial tension below the 
limits of normal thus preventing a serious 
embarrassment of the circulation. The 
presence of a large effusion with a rela- 
tively symptomless course points to a 
chronic course, and tuberculous pericardi- 
tis with effusion is practically the only form 
that runs a prolonged relatively symptom- 
less course. The fluid may be sero-san- 
guinous at the beginning of the disease or 
it may be unmixed with blood, and rarely 
is it purulent from the outset. The blood 
is believed to come from the capillaries that 
appear in the organization of the succes- 
sive layers of fibrinous deposits (Virchow), 
in some cases it may come from ulceration 
of the visceral pericardium. 











CASE REPORT NO. 1. 


W. G., white male, unmarried, age 39 years, 
sawmill worker, admitted to Shreveport Charity 
Hospital Nov. 25th, 1923, complaining of (1) pain 
in hips 4nd back, (2) swetling of the feet. No 
history of tuberculosis or syphilis in the family. 
He had gonorrhoea in 1918 which lasted for 2 
months; had epididymitis for 2 weeks following 
this and the left testicle has never been entirely 
No his- 
tory of chancre or chancroid. He dates present 
illness from October the 1st, 1922, when, while 
doing heavy lifting he was taken with a sudden 
sharp pain in the left testicle which radiated to 
the right hip and down the right leg. He was 
forced to go to bed and a few days later he 
began to have some fever, but there was no 
swelling of the joints or no tenderness. The pain 
and fever continued for 4 weeks during which 
time he was confined to bed. At the end of this 
time he was confined to bed. At the end of 
this period the temperature became normal and 
the pain in the right leg gradually decreased and 
the patient was up on crutches for 4 weeks, at the 
end of which time the paint had entirely dis- 
appeared. Two weeks later he returned to work, 
worked for 2 days; when he was taken with a 
dull aching pain in the lumbar region, right hip 
and right leg. During this attack he had no 
fever and there was no swelling of the joints. 
His local physician then gave him a series of 9 
injections of Neoarsphenamine over a period of 
9 weeks. At the end of third period there was 
no improvement in the pain and he was then sent 
to the Charity Hospital in New Orleans; where 
he was given 5 intravenous injections of neo- 
arsphenamine and 1% hours later following each 
injection his spinal fluid was drawn off. After 
these he was given “rubs” and other medical 
treatment. He received treatment at the above 
hospital from Jan. 16, 1923, until August, 1923, 
he was then discharged and returned home. The 
pain was still present in the back, hips and legs. 
This pain continued about the same until October 
the 10th, 1923, when it became more severe and 
at this time the left leg began to contract and 
flox on the abdomen. The pain continued about 
the same until he entered the hospital on Novem- 
ber the 25th, 1923. One week before entrance 
he noticed a mass forming over the right kidney 
region. 

Physical examination revealed a fairly well 
nourished and developed white male, about 30 
years of age. Pupils were equal and reacted to 
light and accommodation. Deep reflexes were 
apparently normal. Epitrochlear lymph glands 
enlarged on the right, posterior cervical lymph 


free from swelling since attack in 1918. 
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glands were enlarged on the left, inguinal lymph 
glands were hard and about the size of olives on 
both sides. Lungs: Breathing was abdominal in 
type and the excursion of the diaphragm was de- 
creased. Tactile fremitus was decreased over the 
lower left lobe posteriorly. There was decreased 
resonance from the angle of the left scapula to 
the base. Breath sounds were suppressed over 
the lower left lobe posteriorly. There were moist 
rales from the angle of the left scapula to the 
base. Heart: Apex beat was not visible and the 
apex beat was diffuse. There was no palpable 
thrill. Cardiac dullness extended 18 cm. to the 
left in the 6th interspace and 5 cm. to the right 
in the 4th interspace and downwards to the 7th 
interspace on the left. There was no shifting of 
the area of cardiac dullness. Heart sounds were 
weak and distant, no murmurs were heard. 
Abdomen: The liver was enlarged 4 cm. below 
the costal margin in the mid clavicular line, and 
was tender on palpation. The spleen was pal- 
pable 3 cm. below the costal margin. There was 
slight tenderness on palpation over the entire 
abdomen. Just below the 12th rib about 4 inches 
from the spine on the right side there was a small 
fluctuating mass. Urine showed a large amount 
of albumen and a few coarse granular casts. 
Wasserman was negative. Blood count showed, 
red blood cells 2,816,000, white blood cells 13,000, 
polymorphonuclear neutrophiles 79%, large 
lymphocytes 10%, small lymphocytes 11%, Hem- 
oglobin 33%. Blood cultures daily for seven 
consecutive days were negative. X-ray examina- 
tion showed a destruction of the articular pro- 
cesses of the second and third lumbar vertebrae 
with bone proliferation. There was marked en- 
largement of the cardiac shadow in all diameters 
the outlines being of a smooth rourded sym- 
metrical formation. The glands at the hilus of 
the lungs were enlarged. On November the 27th 
the abscess over the right kidney was aspirated 
and a large amount of thick yellow pus was 
obtained. On November the 29th 150 ce. of tur- 
bid hemorrhagic fluid was withdrawn from the 
pericardium by the substernal route. Guinea pig 
was injected with the percardial fluid and at 
necropsy of the guinea pig seven weeks later 
miliary tubercles were found in the lungs and 
liver and there was enlargement of the. mesen- 
teric lymph glands. A smear from a macerated 
lymph gland from the guinea pig showed tubercle 
bacilli present. Pericardium was again aspirated 
on December the 3rd and 200 cc. of the same 
type fluid obtained. He was then referred to 
surgeon for appropriate treatment of the tuber- 
culosis of the vertebrae and for the abscess over 
the kidney region. He gradually grew worse and 
died January 19th, 1924. Was unable to obtain 
necropsy. . 


























CASE REPORT NO. 2. 


J. M., white male, age 18 years, admitted to 
the Shreveport Charity Hospital May 15th, 1924, 
complaining of (1) enlargement of the neck, 
(2) choking sensation, (3) pain in the shoulders 
and chest, (4) night sweats, and (5) unable to 
swallow. Five months before admittance to the 
hospital he gradually became weak, would tire 
easily and lost interest in his work and surround- 
ings. This continued gradually growing worse 
for three months and at the end of which time 
he was :9 weak that he was forced to quit wort 
and spend most of his time in bed. Four months 
after the onset of the weakness he noticed that 
his neck was getting stiff and that he could not 
turn his head without severe pain. Three days 
after the beginning of the stiffness of the neck 
he noticed a small mass on the right side of the 
neck which gradually increased in size until he 
felt as if “he was going to choke.” At this time 
he had difficulty in degluition and could only 
take liquids. One week after the beginning of 
the enlargement of the neck he noticed sharp 
shooting pains in his upper abdomen and the right 
side of his chest appearing at irregular intervals. 
At this time he also began to have a dry and 
non-productive cough, an afternoon temperature 
and frequent sweats, and rapid loss of weight. 
The above symptoms continued until the time he 
entered the hospital. 

Physical examination revealed white male lying 
in bed on back in semi-stupor. Pupils were equal 
and reacted to light and accommodation. Deep 
reflexes were present but decreased. There was 
a large fluctuating mass about 7 cm. long and 
4 em. wide just to the right of the mid line of 
the neck and extended down into the supra- 
sternal notch. Lungs: Expansion was poor and 
there was some limitation on the left. Tactile 
fremitus was apparently normal. There was de- 
creased resonance on the left from the angle of 
the scapula to the base. There were numerous 
moist rales over the bases of both lungs pos- 
teriorly. Heart: Apex beat was diffuse and was 
felt best in the sixth interspace 15 cm. from the 
mid-sternal line. There was no palpable thrill. 
The area of cardiac dullness extended 19 cm. to 
the left in the 6th interspace and 7 cm. to the 
right in the 4th interspace. There was no shift- 
ing in the area of cardiac dullness. Heart sounds 
were very weak and distant. There were no 
murmurs heard. Abdomen: The liver was en- 
larged 3 cm. below the costal margin in the mid- 
clavicular line. Blood: Wasserman was nega- 
tive. Four consecutive blood cultures were 
negative. The pericardium was aspirated on May 
the 17th and 50 cc. of turbid hemorrhagic fluid 
Culture of the pericardial fluid 
On May the 18th the abscess on 


was obtained. 
was negative. 
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the right side of the neck was incised and a large 


amount of thick yellow pus obtained. X-ray ex- 
amination showed an enlargement of the cardiac 
shadow in all diameters, the outlines being of a 
smooth rounded symmetrical formation. He grad- 
ually grew worse and died on May 20th, 1924. 


EXTRACT FROM NECROPSY REPORT 


There was a large abscess in the right side of 
the neck which extended down into the mediasti- 
num and connected with the 5th and 6th cervical 
vertebrae. There was destruction of the articular 
processes of the 5th and 6th cervical vertebrae, 
with some bone proliferation. The lymph glands 
along the hilus of both lungs were markedly en- 
larged and contained caseous material. The 
pericardial sac was markedly enlarged in all 
diameters, the greatest transverse diameter being 
23 cm. On section of the pericardium it was 
seen to contain a large amount of turbid hemor- 
rhagic fluid, with a large amount of fibrin floating 
free in the fluid. The fibrous and serous coats of 
the pericardium were much thickened and lamin- 
ated. The inner surfaces of the pericardium and 
epicardium were covered by a large amount of 
granulation tissue to which were adhered masses 
of partly organized tissue. Beneath the layers 


_of the granulation tissue on the epicardium there 


were a few small miliary tubercles. The heart 
was enlarged in all diameters, weight was 350 
gms. The endocardium was smooth and glisten- 
ing. The valves were normal. The liver was 
enlarged and markedly congested. There was a 
small abscess about 2 cm. by 3 em. in the right 
kidney. 
DISCUSSION 

The diagnosis of tuberculous pericardi- 
tis in case No. 1 was based on the chron- 
icity, guinea pig injection and the presence 
of tuberculosis elsewhere in the body. In 
No. 2 the diagnosis was based on necropsy 
findings. The small amount of fluid ob- 
tained on aspiration of both the above cases 
was accounted for by the fact that the 
pericardial cavity was divided into numer- 
ous smaller cavities by the larger amount. 
of granulation tissue present. In cases of 
secondary tuberculous pericarditis there 
is usually an involvement of the lymph 
glands at the hilus of the lungs. The course 
of the disease seems largely determined by 
the type and location of the primary lesion. 
Postmortem statistics indicate that few 
disease processes are so frequently over- 
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looked as those that affect the pericardium. 
The polygraph, the electro-cardiograph, the 
Roentgen ray and many studies of the nor- 
mal and abnormal physiology of the heart 
have altered profoundly our conception of 
cardiac diseases and have greatly increased 
our faculties for recognizing the various 
types. Pericardiology has enjoyed no such 
renaissance, in fact one of the chief objects 
of more recent articles dealing with the 
subject has been to point out our frequent 
inability to recognize the same. 
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TRACHEO-BRONCIAL DIPHTHERIA* 
M. P. BOEBINGER, M.D. 
New ORLEANS. 


The literature and text books, with the 
exception of Lynah and Dupuy, contribute 
very little to this very important subject, 
and the author makes a plea for a closer 
co-operation between the attending Phy- 
sician and the Laryngologist in all cases 
of diphtheria, even in suspected and ob- 
scure cases. 





*Read before the Louisiana State Medical So- 
ciety, New Orleans, April 21st, 22nd, and 23rd, 
1925. 


The experience of the few Laryngologists 
to report and contribute cases to the 
literature certainly suggests that this 
disease is not so rare as some of us might 
think; the writer has seen and treated 
three cases. 


In __tracheo-bronchial 
membrane forms first in the smaller 
bronchi and extends upward in_ the 
trachea. In another group of cases we 
have the membrane formation localized 
first in the trachea and then spreading 
downward. In either group of cases the 
larynx and oropharynx are not involved. 
This condition starting primarily in the 
bronchi, is, I feel, overlooked in many in- 
stances and diagnosed Broncho-pneu- 
monia. I wish to make myself perfectly 
clear on this point and not lead anyone 
to believe that I consider all of the sec- 
ondary and latent pneumonia _ cases 
tracheo-broncial diphtheria. I am speak- 
ing of the primary involvement of the 
lung, accompanied by marked cyanosis 
early in the disease, asthmatic dyspnea and 
peculiar but constant physical signs dis- 
tinctive of bronchial obstruction. Nasal, 
faucial and pharyngeal exudates are ab- 
sent in many cases when the disease has 
been recognized earlier than the third to 
fifth day. 


Culture returns taken from cases with- 
out visible exudate on the tonsils or 
pharynx are invariably negative, for it is 
impossible by the ordinary method of tak- 
ing cultures to reach the site of the lesion. 
The writer warns against too much con- 
fidence being placed in negative cultures, 
but sincerely urges the attending physician 
to immediately consult a laryngologist. 
Often too much time is lost as well as the 
life of the patient, when we delay from day 
to day taking cultures, rather than ad- 
mitting the element of doubt and give a 
large dose of antitoxin. 

The clinical picture of a case of tra- 
cheo-bronchial diphtheria is quite dis- 
tinctive of this disease. The onset is sel- 
dom sudden and the voice is never lost; 


diphtheria the 




















aside from an occasional cough and slight 
stridor the condition may be readily over- 
looked and treated as an ordinary coid. The 
rise of temperature 100-104, stenotic symp- 
toms, marked restlessness, cyanosis and 
irregular pulse, marked sinking in the 
supra-clavicular and sternal notches, dip- 
ping ia of the epigastrium, are symptoms 
the experienced eye will never overlook. 


Always be suspicious of laryngeal 
“croup”. When one is called to see one 
of these low membranous types of diph- 
theria he will readily note the ballooning 
of the chest, for in these cases there is a 
marked emphysema of the lung in which 
the bronchus is obstructed. The type of 
respiration is decidedly asthmatic, accom- 
panied by early cyanosis and a cough which 
is seldom of the croupy type unless the 
larynx has become involved. The respira- 
tory murmur is diminished or absent on 
the affected side, while over the healthy 
lung the respiratory murmur may be so 
harsh that it is mistaken for pure bron- 
chial breathing. Subcrepitant rales are al- 
ways found, but may also have sibilant and 
sonorous rales. 


One of the most important signs is 
brought out by placing stethoscope over 
trachea in the sternal notch, with head 
well retracted, here there are no trans- 
mitted rales and one can often hear the 
foreign body “flip flop” sound due to a 
loosened piece of membrane which is in- 


terfering with respiration. These phys- 
ical signs which are fairly constant, ac- 
companied by a peculiar inspiratory-ex- 


piratory asthmatic dyspnea, I think, are 
the chief indications for bronchoscopic 
measures. Dullness is seldom present and 
a hy-er-resonant note is the rule, due to the 
enormous amount of emphysematous lung 
tissue. Any slowly progressive dyspnea 
should be looked upon with a considerable 
degree of apprehension, and when we are 
unable to account for the cause, a bron- 
choscopic examination should be made. 
Little or no shock accompanies the use of 
the bronchoscope. 
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If the heart action is supported in these 
cases until the mechanical obstruction is 
removed, the outcome of the case is usually 
favorable. The only supportive treatment 
given are small doses of morphia, atropine 
and adrenalin. All instrumentation is done 
without any anesthetic. Failure to relieve 
the stenosis by intubation tube and the 
peculiar constricted or rather blocked ex- 
piratory cough with the tube in place, is 
indicative of membrane below the tube. 

Mechanical removal of the obstructing 
membrane through the direct laryngeal 
speculum and bronchoscope is not at all 
difficult or painful. Jackson’s 4 m.m bron- 
choscope was used. A small instrument 
causes less traumatism. 

Suction, also, was used in the author’s 
case. The latter is preferable as a time 
saver. A large metal ear syringe to which 
a small male catheter was attached was 
used on six different occasions to re- 


move membrane and_ secretions. The 
suction apparatus when convenient _ is 
recommended. 


It is sometimes necessary to re-intubate 
on account of infiltration of the arytenoid 
cartilages. When these cartilages are in- 
filtrated the cords fail to abduct and intu- 
bation is always necessary to separate the 
cords which cannot pull apart and give 
free passage of air. Failure of the patient 
to remain without the tube during the first 
two weeks in acute diphtheretic lesion of 
the larynx, has always been said to be due 
to adductor spasm and subglottic edema, 
but one of the real causes is a pseudo- 
spasm of the adductors from failure of the 
markedly infiltrated arytenoid cartilages 
to separate in abduction. 

Hemorrhage—After removal of the casts 
one should carefully inspect the parts and 
guard against hemorrhage, as well organ- 
ized blood clot will asphyxiate the patient 
in a few minutes. 

Report of case—Baby M. white male aged 3 
years, well developed and nourished, was seen by 
family physician Dr. Jos. Hountha for croup. Ex- 


amination of throat revealed nothing unusual. 
Temperature 102F. pulse 120, respiration 40. 
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Twenty-four hours later dyspnea and treacheal 
tugging were noticed. Diphtheria was immediately 
thought of and the author was called in. Twenty 
thousand units of antitoxin had been given and 
author advised 10,000 units by vein. Patient did 
not improve. 


Intubation advised which failed to give relief. 
Tracheotomy was done, which gave relief for only 
a short time. The Jackson bronchoscope and suc- 
tion was used to remove membrane and secretions, 
this was repeated several times. Tracheotomy 
tube was replaced after each treatment and child 
placed under tent. Croup kettle and steam in- 
halations ordered. Lime water on cloth placed 
ever tube. The care of the tube, especially 
changing of inner tube and dressings every three 
hours is necessary for the first few days. 

Total amount of antitoxin used was 150.000 
units. This was given at intervals of 6, 12, 18 
and 24 hours. Intravenous and intramuscular 
route used. Intravenous injection is contraindi- 
cated when the heart action is failing and fatal 
results rapidly follow flooding the circulation. 

Tracheotomy tube was removed after the tenth 
day, wound granulated from bottom by means 
of gauze pack. Patient discharged cured. 
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DISCUSSION 


Dr. Homer Dupuy (New Orleans): I quite 
agree with Doctor Boebinger that ascending 
diphtheria, tracheobronchial diphtheria, is more 
frequent than we suspect. It is right with us, but 
we often fail to make a diagnosis. The Doctor 
has already emphasized that it does require some 
refinement in differential diagnosis to come to an 
absolute conclusion that you are dealing with a 
case of ascending diphtheria. 

First, let me emphasize the pathology. Remem- 
ber the trouble begins below and ascends. In my 


diphtheria. 


observation I have never seen a larynx involved 
in tracheobronchial 


diphtheria. You can see, 





therefore, how you can mistake it for bronchia] 
pneumonia, for capillary bronchitis, for acute 
bronchial asthma, or even for a foreign body. But 
there is one important point about this disease, 
The voice is never affected. Although there is 
marked dypsnea, and in some cases I have heard 
a croupy cough, the voice is clear as a bell, and 
that is the thing which misleads you. You are told, 
and rightfully, that in diphtheria which involves 
the larynx you are bound to have disturbance of 
the voice, therefore, with a clear voice, and 
marked dypsnea, and cyanosis, you certainly have 
to do some thinking, and come to a conclusion 
quickly, because unless you do so, you will have 
a life sacrificed. 

Again, I am impressed with the picture of 
marked dypsnea, expiratory sounds resembling 
asthma, a clear voice, the throat free from any 
lesions that suggest diphtheria, especially if in 
this picture you can eliminate bronchial pneu- 
monia and foreign body, because the picture does 
not correspond to your common experience with 
these affections. If you attempt to intubate it is 
perfectly futile. There is no trouble in the 
larynx, and unless you have a very long tube, 
much longer than those now on the market, you 
could never hope to pass through the larynx and 
through the trachea to reach the obstructing 
membrane. Therefore, intubation is contra-indi- 
cated. In such cases I would advise a trache- 
otomy, and then if you are an expert, or if you 
call in an expert to help you, might hove by 
tracheoscopy to remove the accumulating mem- 
brane until the antitoxin has done its work. 


Dr. Arthur I. Weil (New Orleans): I have 
seen two cases. Other laryngologists have not 
seen very many. There are plenty of them, but 
we do not see them because diagnosis was not 
made. In the cases I have seen I was struck by 
the fact of the insidiousness of the onset. Your 
patient gradually becomes cyanotic, there is some 
obstruction to breathing, but as Doctor Dupuy 
has said, there is no change in the voice, nor 
that croupy cough that we ordinarily associate 
with laryngeal diphtheria. In the two cases I 
had and in the majority of cases reported, I was 
struck with the absence of a positive culture. We 
cannot rely on cultures in these cases of tracheo- 
bronchial diphtheria. And in the third place, I 
was struck with the fact that large doses of anti- 
toxin do not have effect in these cases as they do 
in the ordinary cases of diphtheria of the throat. 

As to the treatment, of course it is antitoxin 
first, last and all the time, but when we have a 
patient that is slowly suffocating, the introduc- 
tion of a bronchoscope through a tracheotomy 
opening, can be done with little shock to the 
patient and it seems to me it is the logical thing 
to do. It makes simpler the treatment by suction. 











One can introduce suction through the trache- 
otomy opening, pass the catheter into the bronchi 
and suck out this mass and that is the only hope 


of curing these cases. Get rid of the material 
that is preventing the patient from breathing, 
then give large doses of antitoxin and the patient 
will very often fight off the disease. 

Dr. W. H. Seeman (New Orleans): I take 
pleasure in discussing this paper for two 
reasons—first of all, because I believe our good 
friend, Doctor Dupuy, was one of the first men 
to call our attention in this society to the presence 
of this condition, and there was one suggestion 
that came to mind just now while he was talking. 
He has emphasized the fact that this condition 
begins low down and ascends, and instead of call- 
ing it tracheobronchial diphtheria, I wonder if it 
would not be more appropriate to call it broncho- 
tracheal diphtheria. 


Doctor Boebinger calls attention to one very 
important point that is useful not only in this 
condition but in all cases of diphtheria which re- 
quire taking of cultures. Very frequently, men 
criticise the laboratory because the report comes 
back negative, when they feel morally sure that 
diphtheria is present. You must all remember 
this: that the diphtheria bacillus is not hard to 
recognize, and in the presence of a preliminary 
diagnosis of diphtheria, clinically, the suggestion 
would be to find diphtheria, rather than not to 
find it. More frequently the cause of the trouble, 
in an ordinary case of diphtheria, is in taking the 
culture. The so-called membrane of diphtheria is 
simply a mass of inflammatory exudate that has 
collected and has the appearance of a membrane. 
It consists largely of fibrin and dead leucocytes, 
and a mass of saprophytic bacteria grows on this 
material. The diphtheria bacillus is a true para- 
site and rather tends to grow on active living 
tissues, and therefore will not be on the surface 
of this membrane and if you expect to get a 
growth of diphtheria bacilli, you must get some 
material from where active tissue exists. 

There is another thing that has come up in re- 
gard to enormous doses of diphtheria antitoxin. I 
say this, not in the spirit of criticism, because 
I think the proper procedure is to give large 
doses and early doses. I have always recom- 
mended it, and even if the diphtheria is diagnosed 
only clinically, I think no man is justified in 
waiting for the laboratory report and withholding 
the sovereign remedy—antitoxin. However, all 


the work of Shick and others shows that even 
with so small a quantity as 1/30 of a unit of 
antitoxin per c mm. is sufficient protection against 
clinical diphtheria, and when we take a little 
arithmetic and multiply that amount by the 
amount found in 50,000 units of antitoxin, we 
will see that even if a full-sized adult receives 
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50,000 units of antitoxin, he will have almost a 
unit per centimeter of circulating blood, and 
since on account of lack of circulatory approach 
this antitoxin cannot reach the material, you 
have a time when your patient is fighting for life 
and every possible resource of the body is being 
brought forth to tide over the crisis. If it is ad- 
ministered subcutaneously the effect of the anti- 
toxin is not fe!t until 48 hours afterwards. Given 


intravenously, you feel the effects in three quar- 
ters of an hour, but the maximum effect is not 


until 12 to 24 hours afterwards. Intramuscularly 


the condition would be between the two. Therefore, 
while I do not want to deprecate the administra- 


tion of large doses of antitoxin, I certainly wish 
to caution against the administration of tremen- 
dous doses in our attempt to remedy a condition 
for which you are not responsible and which you 
will not help by such administration. 

Dr. Joseph A. Danna (New Orleans): When we 
see these cases we are not always thinking about 
the pathelogy and what is behind it and how it 


“started, but we are impressed with the clinical 


pictures as we see it. When I first saw a case 
of this kind I thought it was case of ordinary 
laryngeal diphtheria. I had just begun to do 
intubation at that time and I was highly pleased 
with the ease with which I could do an intubation. 
This first patient did not do so well after intu- 
bation; I did not seem to help her. I thought I 
had better go ahead and do a tracheotomy. I did 
so and found a lot of membrane in the trachea 
which I thought I had pushed down from above 
and of course that made me less conceited. But 
the dypsnea continued and the patient finally 
died. I was not quite sure whether I had not 
pushed some of that stuff down there, and was 
still uncertain until shortly afterwards when I 
treated a child with the same condition. Intuba- 
tion, and later, tracheotomy, gave no relief, and 
finally the child died. After the second case I 
insisted on autopsy. I found membrane as far 
into the bronchi on one side of the chest as you 
could macroscopically see the division of the 
bronchi. The whole of one side and a good por- 
tion of the other side was just like that. After 
that, of course, I began looking for the same 
thing, but have not seen another case since. 


Dr. M. P. Boebinger (closing): My patient 
was treated at home and therefore that answers 
Doctor Weil. The bronchoscope used was a Jack- 
son, 4 millimeter. The suction apparatus I used 
was a large metal ear syringe with a small male 
catheter attached. The tracheotomy tube was 
removed and the catheter gently passed until the 
point of obstruction and then with a strong pull 
I was able to remove the membrane and secretion. 


I did not bring out the different techniques 
because I was limited in my time. Intubation 
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does not do very much in these cases. In fact, 
it is an absolute failure when you are deal- 
ing with bronchio-tracheal diphtheria. Even a 
tracheotomy tube does not help because it is 
lower down. It is a question of mechanics, plus 
immunizing the patient and supportive treatment. 
The membrane is usually in the small bronchi or 
the bifurcation, and unless you remove the 
mechanical obstruction you will lose the patient. 

In regard to Doctor Danna’s case, I agree with 
him that it was not a question of pathology with 
him, it was a question of getting the patient well. 
Whether 150,000 units are necessary or not, we 
should be guided by the principles as to the 
mechanical problem, and we should support the 
patient and immunize the patient and watch the 
clinical picture. Our first patient received 20,000 
units and she seemed to improve. I ordered 10,000 
more by the veins. I am glad Dr. Danna brought 
cut the fact of these membranes developing so 
far down. 

In closing permit me to thank Drs. Dupuy; 
Weil, Danna and Seeman for discussing my paper. 
I especially wish to thank Dr. Joseph Hountha for 
referring case and his able assistance. 





RATIONAL OPERATIVE PROCE- 
DURES IN OBSTETRICS* 


HILLIARD E. MILLER, M.D. 
NEW ORLEANS. 

There is food for serious thought in the 
recently published report of the Committee 
on Maternal Welfare of the American 
Association of Obstetricians, Gynecologists 
and Abdominal Surgeons which lists as one 
of the causes of maternal death in preg- 
nancy and parturition “too much interfer- 
ence with the normal processes of labor by 
men who do not know how.” “Viewing 
with alarm” has become rather habitual 
with certain people but the era of obstetric 
surgery now abroad in the land certainly 
warrants such a state of mind. 

I need not remind you that every sort of 
radical procedure is now being advocated 
to terminate the normal processes of labor 
by men whose name and position unfor- 
tunately make their views apparently 
worthy of full acceptance. One would in- 
duce labor by medical or overative means 
as soon as term is reached. Another be- 





*Read before the Louisiana State Medical Soci- 
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lieves that the moment labor begins the 
cervix is to be manually dilated and the 
child turned and extracted feet first; and 
that he is thoroughly consistent in his 
method is proved by a recent report 
wherein it appears that in some 1100 
deliveries only those women were saved 
from his operative enthusiasm who man- 
aged to achieve a spontaneous delivery 
before he arrived. Another' obstetrician of 
decided prominence believes in the routine 
application of forceps as soon as the head 
separates the vulva and then, after a very 
brief wait, the immediate application of 
Credé’s maneuver, together with a s0- 
called “shoehorn maneuver” of his own, 
which consists essentially in the insertion 
of the hand—though he makes the conces- 
sion of changing his gloves!—into the 
vagina, the cervix or even the uterus to end 
the third stage. This same authority goes 
so far as to state that if women were given 
a little encouragement their demand for 
Cesarean section would be overwhelming, 
and the inference is unfortunately clear 
that he believes their demand should be 


gratified. 


Such procedures may be safe for the 
specialist but that does not make them good 
obstetrics. Labor has unfortunately be- 
come very frequently a pathological affair 
but that does not alter the fact that, other 
things being equal, the mechanism of a 
normal labor is still very much better than 
most of the improvements we have found 
for it and that procedures based upon 
flimsy indications or none at all will some- 
times terminate in disaster, even for the 
specialist. Moreover, operative interfer- 
ence very often increases the hazard of the 
original condition; I think it is Polak who 
points out the double risk of eclampsia, 
from the disease itself and from the radical 
measures, notably Cesarean section, so 
often instituted to cure it. 


The real root of the trouble lies in the 
nature of our obstetric teaching, with its 
tendency to emphasize abnormal obstetrics. 
The brilliant Cesarean, the deftly done 

















version, the dexterous application of for- 
ceps are in the nature of pyrotechnic 
exhibitions and are much more interesting 
for all concerned than a labor which pro- 
gresses slowly albeit normally. Human 
nature is human nature, and although the 
demonstrator salves his conscience by ex- 
plaining to his students that what he is 
doing is not for them, the fact remains 
that they are going to do it. It looks easy, 
it seems an excellent way to end a difficult 
or even a slow labor, they do it in the home 
with no assistance and no asepsis, and the 
disastrous results are only too well known. 


I have no wish to be so radical in my 
conservatism that I seem to decry all ob- 
stetric surgery, but I do wish to emphasize 
the fact that unless all of it is done on 
strict indications the results are frequently 
worse than anything nature could achieve 
unaided. Induction of labor, for instance, 
is a procedure which to my mind is indi- 
cated in but few conditions; placenta 
previa or a progressively increasing tox- 
emia, no matter what the stage of preg- 
nancy, and a definitely post-mature child 
form the larger group. I use the words 
definitely post-mature advisedly. The ac- 
tual date of intercourse, which is the only 
fact which can settle the duration of a 
pregnancy, is seldom known, so that in the 
average case we have a leeway of some two 
weeks in each direction. When that leeway 
is passed, particularly if the baby is large, 
induction of labor is not only indicated but 
demanded, but I have little sympathy with 
the school which believes in promiscuous 
induction at the so-called term, with too 
often the real indication a vacation or a 
fishing trip. 

Premature induction of labor for a con- 
tracted pelvis is illogical. Some 80 per 
cent of the borderline cases deliver spon- 
taneously at term if properly managed, and 
in the absolute cases Cesarean section at 
an elective time gives better results. Klein- 
wachter’s investigations show that of 78 
per cent of babies born alive after prema- 
ture induction of labor, only 60 per cent 
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leave the hospital alive, and it is obvious 
that the number would be still further re- 
duced during the first year. Williams’ 
comment is justified, that better results 
would be obtained by allowing all cases to 
fall into labor and doing craniotomy in the 
small percentage in which it would be de- 
manded, an obvious reductio ad absurdum. 
In this connection, too, I might point out 
that the introduction of any foreign body 
into the uterus carries with it a potential 
risk of infection, and that the safest way to 
deliver a woman is to treat the cavity of 
the uterus as forbidden territory. 


For the so-called prophylactic forceps of 
DeLee there is much to be said. I have 
been using this method in some 85 per cent 
of my primiparous labors during the last 
three years, and I know of obstetricians _ 
who are using it in 100 per cent of their 
cases. There is little doubt in my mind 
that if it is properly done it saves many 
emergency forceps operations on exhausted 
mothers and embarrassed babies, that it 
eliminates the chances of sepsis resulting 
from contusions, bruises, irregular lacera- 
tions and lessened tissue resistance from 
long continued pressure, and that it gives 
excellent end results. But certain things 
are essential for its successful perform- 
ance: an episiotomy must be done in prac- 
tically all primiparae and in those multi- 
parae who have vreviously been delivered 
in this manner; a skilled anesthetist must 
be at hand to maintain a uniform light 
narcosis, so that the patient’s pains may be 
utilized as traction is made; the head must 
be below the spines and in contact with 
the perineum as the patient bears down; 
and, most important of all, this is emphati- 
cally a hospital procedure, to be done un- 
der the strictest aseptic precautions. It 
should never be done promiscuously in the 
home by men who are not properly versed 
in the physiology of labor, the anatomy of 
the pelvic structures, and the mechanics of 
a forceps delivery. As a witty English 
writer puts it, statistics would lead us 
to believe that the average accoucheur 





90 


thought that the prayer of his patient was, 
“With obstetric forceps, good Lord, deliver 
us,” whereas if she only knew what was 
good for her it would certainly run, “From 
obstetric forceps, good Lord, deliver us.” 


Routine or elective version is a proce- 
dure which cannot be too severely con- 
demned. Potter has unquestionably im- 
proved its technique and demonstrated its 
value, but it seems audacity on his part to 
continue to advocate it in the face of a 
fetal mortality which, as Williams puts it, 
is many times higher than that obtained by 
the young and inexperienced men who han- 
dle the out-patient services of his own 
clinics. And Potter, in this particular field, 
is perhaps the most dexterous obstetric 
operator in the world. Gently and deliber- 
ately done, on strict indications, under pro- 
per aseptic precautions, with deep surgical 
anesthesia, with skilled assistance, version 
has no equal in the checking of hemorrhage 
in placenta previa and selected cases of ac- 
cidental hemorrhage, in the handling of 
malpresentations, particularly transverse, 
face, brow and occipitoposterior, and in 
the management of slight pelvic contrac- 
tions when the presentation is normal but 
the head remains high after full dilatation 
has occurred. Even on these strict indica- 
tions it still is not a procedure for general 
performance by unskilled men, and teach- 
ing it to our students or internes as a rou- 
tine or even a frequent maneuver can 
only be considered a most unjustifiable rad- 
icalism. 


Cesarean section is probably the most 
abused operation in obstetrics and it is 
certainly one of the most dangerous. Po- 
lak’s study of 2,000 cases done by leading 
surgeons all over the country shows a mor- 
tality, even in the elective group, of 2 per 
cent and a gross mortality of 10 per cent. 
Recent figures from Touro Infirmary show 
a gross mortality of 13 per cent for the 
last 4 years, and during a similar period at 
Charity Hospital the mortality was 40 per 
cent, a maternal sacrifice which can hardly 
be justified, even by those who preach the 
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exaltation of the child’s life over the 
mother’s, by a fetal mortality of 34 per 
cent in hospital. The more obstetrics I do 
the more am I convinced that this is a pro- 
cedure to be avoided whenever it is human- 
ly possible. In my last 264 deliveries I 
have done but 4 Cesareans, and 3 of these 
were for absolutely contracted pelves. 


Absolute contraction is of course a 
definite indication but even here I would 
remind you that unavoidable surgical coin- 
plications contribute a minimum mortality. 
Some 80 per cent of borderline contractions 
will deliver spontaneously if properly mar- 
eged, and if the test of labor has been thor- 
oughly aseptic late Cesarean section car- 
ries with it only a slightly higher mortal- 
ity than the elective operation. Un/for- 
tunately the indications for this procedure 
have been widened until now it is done at 
every stage of labor for every possible ob- 
stetric indication or none at all, a labor 07 
a tew hours duration or the patient’s de- 
sire for this mode of delivery being con- 
sidered an ample reason for doing it. 

It once was routine in both placenta 
previa and eclampsia but the tendency now 
seems to be towards a more conservative 
handling. Certainly the results are better. 
On our service at Charity Hospital where 
we have handled placenta previa conserv- 
atively for the last 5 years, our mortality 
has been zero, and our recent strict adher- 
ence to conservative treatment in the man- 
agement of eclampsia has resulted in a 
most gratifying decrease in the maternal 
mortality. 

Unless the first Cesarean was for abso- 
lute contraction I do not believe in a strict 
adherence to the old dictum, “Oncea Ce- 
sarean always a Cesarean.” Within the 
last year I have successfully delivered by 
mid forceps 5 patients who had previously 
been delivered by Cesarean for other than 
the absolute indication, and I believe this is 
a perfectly safe procedure if the previous 
convalescence has been afebrile and if the 
proper precautions of hospitalization and 
early forceps delivery are observed. 




















Lastly, this is an operation which should 
never be done by the occasional operator 
or by the obstetrician who is not also an 


abdominal surgeon. Familiarity with the 
abdominal cavity may breed a certain 
amount of contempt but it also gives one 
a manual dexterity absolutely essential 
when Cesarean section is being done. 


I can see no justification for DeLee’s 
casual pronouncement that after 10 min- 
utes of waiting in the third stage of labor 
Credé’s maneuver should be employed and 
what amounts to a manual extraction done 
from below. As DeNormandie well says, 
usually the only indication for such a pro- 
cedure is the doctor’s desire to go home. 
DeLee may, as he says, not be afraid to 
put his hand into the uterus, but I am, and 
I would rather spend a little longer with 
my patient than take the chance of inver- 
sion of the uterus, infection, or hemorrhage 
from a partially separated placenta. 


I have outlined, necessarily with brevity, 
the advantages and disadvantages of the 
major operative procedures in obstetrics, 
and I trust I have made my meaning clear, 
that surgery has a definite place in obstet- 
rics and that every procedure is valuable 
in its place, but that unfortunately the ten- 
dency of the present day is to cast aside 
well grounded obstetric principles and re- 
sort to radical action merely for the sake of 
action. I admit that this is frequently the 
easier course, the line of least resistance; 
a tired, nervous patient, an anxious family, 
your own apparent inactivity all combine 
to vindicate your course to your own con- 
science, and to make what really is per- 
nicious meddling seem justifiable inter- 
ference. 


Just here, however, lies the conclusion 
of the whole matter, the development of an 
obstetric conscience. We are none of us, 
I think, wilfully dishonest with our patients 
but I am not so sure that we are always 
perfectly honest with ourselves. Quick de- 
cision is frequently necessary if one does 
much obstetrics, but I have seldom been 
confronted with a situation where I had 
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not time to consider carefully what was 
best for that particular patient provided I 
chose to take the time. Headlong action 
may occasionally save the day but its re- 
sults are seldom comparable to _ those 
achieved by careful consideration of the in- 
dividual case, and “aseptic expectancy,” in 
Polak’s fine phrase, will save many more 


lives than promiscuous obstetric surgery 
can ever hope to. 


DISCUSSION. 
Dr. P. B. Salatich (New Orleans): I want 
to emphasize first the matter of version. I can- 


not see how one man can write a whole volume 
on something that most of us condemn. Why, 
if the patient is going on normally, if the pre- 
sentation is normal in every way, why substi- 
tute a perfectly normal for a pseudo abnormal? 

I think low forceps is indicated sometimes. 
Your patient may be going on and exerting all 
of her strength to bring the head down on the 
perineum, you see the head, but yet after an 
hour and a half or two hours the head has 
not moved more than a half inch or an inch at 
most. It seems that the perineum in that case 
is stronger than the strength of the woman, 
and I think there is a case where low forceps 
is a benefit, not to deliver the child, but simply 
to assist the patient. Give the patient a lit- 
tle anesthetic and apply the low forceps—do 
not pull hard, but let the patient wake up, and 
as she has a pain ease up a little; when the pain 
stops you stop; another pain, begin again. You 
will find there is a yielding, then it is easy. You 
have overcome or ruptured the ligaments and 
one pull will pull it out. At that point pull the 
head a little lower and then you can take them 
off and let the patient deliver normally. 


Episiotomy is a very valuable procedure in ob- 
stetrics. You have a very small opening there, 
about one inch, and it must stretch to five or six, 
and something must happen. You may have 
either a submucous laceration, or such a stretch- 
ing of the mucous membrane that you will find 
the perineum will not regain its tone. By doing 
an episiotomy and suture, there is no paralysis 
and no laceration. So I think every primipara 
should have an episiotomy, and the more you 
do it the easier it becomes. 

As to Cesarean section, I think our country 
doctors teach us something about this. It is 
refreshing to talk to some of these doctors—they 
will tell you about a hard case, how bad it was, 
and when you ask them how the case came out 
they say, “Oh, all right.” Probably in the city 
it would have been a Cesarean section. The 
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eountry doctors can deliver the hard cases with- 
out a Cesarean, why not the city doctor? 


Placenta previa. How many cases have you 
seen of complete placenta previa? I do not be- 
lieve any woman goes to term with complete 
placenta previa. Around the seventh month and 
probably. between the seventh and eighth she will 
begin to bleed. Most of the cases will be a par- 
tial placenta previa. It is surprising sometimes 
when labor starts, you make an examination and 
feel a boggy mass on one side or the other, but 
as labor goes you can often get a finger in the 
cervix before severe bleeding occurs and by use 
of a Vorhees bag or by packing you can deliver 
most cases without Cesarean section. 

Dr. L. A. LeDoux (New Orleans): The atti- 
tude expressed in Dr. Miller’s paper, I believe is 
fully representative of the best thought of the 
men who are keeping in contact and who follow 
up closely not only the progress in obstetrics, but 
the end results. Many factors contribute to much 
of the unsatisfactory obstetrical work. We have 
listed as one that obstetrics is looked upon as 
everybody’s and anybody’s field. It is true that 
in many instances we are all called upon to do 
obstetrics to a greater or less extent, but there 
still prevails the attitude that an obstetrical case 
will probably give a good fee and possibly lead 
to an enlarged practice. This often results in 
more or less attention being paid to the case at 
the time of delivery and very little done towards 
providing the case with the best that obstetrical 
knowledge affords. 

Another factor is that probably in no other 
field is there as little consultation done. The 
average doctor in too many cases will undertake 
to deal with an obstetrical emergency or an ab- 
normality without seeking the advice of some 
other man—someone who has had as long or 
longer obstetrical experience than himself. 

Finally, it is difficult in many of the rural com- 
munities situated some distance from hospitals 
and lacking proper trained help, and instruments 
and anesthetics to do the type of work that the 
doctor has mentioned, and it will be quite some 
time before we reach the obstetrical efficiency 
in all cases that Dr. Miller has put before us 
today. 

Dr. J. W. Newman (New Orleans): To me 
there is no more interesting chapter in the en- 
tire field of medicine than that of Meddlesome 
Midwifery, so splendidly outlined in Dr. Miller’s 
paper. Entire volumes could be written on any 
one of the many subjects touched upon in his 
paper. The time allowed me for discussion is so 
limited, that I must necessarily confine myself to 
a few remarks only. 

I cannot agree with Dr. Miller regarding the 


induction of labor in cases of contracted pelves. 


The statistics in my department show that the 
mortality where labor has been induced prema- 
turely, is not as high as in absolutely normal de- 
liveries. This is no doubt due to the fact that 
we are not guided by the stage of gestation, but 
by the relation that exists between the size of the 
fetus and the woman’s pelvis. Through the pro- 
cedure of inducing labor prematurely, we have in 
the last two years alone avoided fifteen Cesar- 
ean sections. Our mode of procedure is as fol- 
lows: Every case of contracted pelvis after 
seven months of pregnancy is subjected to weekly 
examinations. As soon as that stage has been 
reached where the presenting part of the fetus 
can still just be pushed into the maternal pel- 
vis, then the patient is ordered into the hospital 
where labor is induced by medical treatment 
alone. I stress this last point, because infection 
and trauma would necessarily increase the mor- 
tality enormously were we inclined to undertake 
any treatment from below. ‘We find, however, 
that the Castor Oil, Quinine treatment with the 
addition of two minimum doses of pituitrin 
hourly is sufficient to bring about the desired 
results. 


Regarding Cesarean Section, a study of my 
last 2,000 cases at the Touro Infirmary shows 
that we have only been compelled to resort to 
C. S. in three cases, with three living mothers 
and three living babies. In our last 5,000- cases, 
we have had only fifteen cases Cesarean Section, 
with a mortality not quite as low, but nearly as 
low as above stated. 

Conservatism in Cesarean Sections would 
count for naught unless the maternal and fetal 
mortality is thereby reduced and I assure you 
that such is the case in my services. It has often 
been said that pregnancy should be treated as a 
Pathological condition. I quite agree with the 
author of this statement from the medical stand 
point, but I plead with you now to practice con- 
servatism and not to convert normal obstetrical 
cases into pathological surgical ones. 

Dr. A. O. Willis (Leesville): I class myself as 
strictly a country doctor. I live in a little town 
of some 3,500 people, but I do most all my work 
in the country. I like it better. The people, 
especially the doctors, cannot catch up my mis- 
takes quite so easily in the country. I am strictly 
on the side of conservatism in the question of 
meddlesome obstetrics. I meddle mighty _ little. 
I do not want to brag at all, but I never hear a 
man discussing the question of obstetrics who 
reaches my statistics on the question of non- 
fatalities both to the mother and the child. I 
have been practicing medicine at the same place 
for 21 years and I have only had to record the 
death of two mothers in my own cases—cases 
which I handled myself. And the death rate 

















I have never done 
I have had very few induced 


for infants has been very low. 
a Cesarean section. 
labors and I have had very few dead babies. 


Dr. Hilliard E. Miller (Closing): I have little 
to add except to comment on one or two sub- 
jects which lack of time prevented my emphasiz- 
ing in the body of my paper. I believe that a 
large percentage of our fetal mortality can be 
eliminated by the more frequent employment of 
episiotomy followed by low forceps delivery. As 
Dr. Salatich said, the patient should be lightly 
anesthetized, so that traction may be made as 
her pains occur. Deep surgical anesthesia is very 
undesirable in this type of forceps delivery. 

I believe it is bad obstetrical judgment to at- 
tempt to carry any case of suspected placenta 
previa to term. When hemorrhage occurs during 
the course of pregnancy, every endeavor should 
be made to arrive at a definite diagnosis, and if 
the case is one of placenta previa, as a usual thing 
immediate termination of the pregnancy is the 
only safe course. A serious hemorrhage at the 
time of delivery, if this is not done, may result 
in a fatal outcome. 

Dr. Newman’s policy of the application of for- 
ceps in the case of premature babies is directly 
opposite to my own. I think more premature 
babies will be delivered safely by an early appli- 
cation of forceps than can possibly be saved if 
the child’s head, with the bones not yet firm, is 
subjected to continuous pounding pains. Cer- 
tainly brain injuries are more likely to occur un- 
der these circumstances than would be the case 
if episiotomy were done, followed by a cautious 
forceps extraction. 





THE MUSCULAR MECHANISM OF 
THE STOMACH WITH DEMON- 
STRATION BY MOVING 
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SIDNEY K. SIMON, M.D. 
AND 
ERNEST C. SAMUEL, M.D. 
New ORLEANS. 


The muscular activity of the stomach, 
as understood today, comprises quite a 
complex mechanism as distinguished from 
many of our former conceptions of the 
subject. The newer knowledge gained in 
this field has convinced us that the food 
upon entrance into the stomach is not 
simply mixed and churned without definite 
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control or direction, and then propelled 
promiscuously through the pyloric splinc- 
ter into the duodenum. Instead, experimen- 
tal observations, made particularly through 
the agency of the X+ray, have shown that 
the muscular movements of the stomach 
follow certain definite pathways, and are 
under constant regulation and control. 

A moving picture demonstration of the 
many interesting features connected with 
the muscular mechanism of the normal 
stomach we have planned to exhibit this 
evening through the courtesy of Dr. L. G. 
Cole of New York City. These pictures 
were taken under the direction of Dr. Cole 
and are made from actual photographs of 
the various gastric movements as deter- 
mined by means of the X-ray. The concep- 
tion and execution of this interesting mov- 
ing picture panorama was undertaken by 
by Dr. Cole purely for educational pur- 
poses. The subtitles in the picture will 
supply a complete description, covering 
the various stages in the unfolding of the 
story. However, for the purpose of attain- 
ing a somewhat clearer conception of the 
subject matter, we have thought it appro- 
priate to offer a few preliminary explana- 
tory remarks. 

In order to comprehend better the 
mechanism with which the stomach func- 
tions muscularly it is necessary to describe 
briefly certain anatomical sudivisions of 
the organ. A deep notch on the lesser cur- 
vature, called the incisure angularis, 
divides the stomach in effect into two parts, 
the upper and larger division being known 
as the cardiac portion and the lower, form- 
ing the junction with the duodenum, as the 
pyloric portion. The point of entrance of 
the esophagus further divides the cardiac 
section into the fundus and the pars media 
or central body of the stomach. That por- 
tion to the right. of the incisure angularis 
is known as the pars pylorica or the pyloric 
antrum. The entire cardiac segment is in 
reality a reservoir for the storage of the 
swallowed food and possesses little muscu- 
lar activity. The antrum, on the other hand, 
as the food substances reach it from the 
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pars media, functions quite actively in 
macerating and mixing the food mass and 
propelling it by regular rhythmic waves 
towards the pylorus. 


Shortly after food is swallowed, peris- 
‘taltic waves begin to appear about the 
middle of the body of the stomach and 
travel towards the pylorus. No waves ap- 
pear in the fundus but the circular muscu- 
lar fibres contract steadily upon the mass 
of food and force it gradually onward. In 
addition to the peristaltic waves travers- 
ing it, the antral portion also exhibits tonus 
contractions so that the entire stomach 
during digestion assumes a more tubular 
shape than when at rest. 


The peristaltic waves tarveling pylorus- 
ward consume more time for their full com- 
pletion than the interval between them so 
that several waves are found to overlap 
one another at one particular time. These 
waves always stop at the pylorus and are 
never observed to travel over into the duo- 
denum. 

The gastric movements vary with the 
type of food taken, the greater depth and 
frequency being produced by carbohydrates 
and the lesser by fatty foods. The opening 
and closure of the pylorus is not affected 
by the strength of the muscular contrac- 
tions in the stomach, but is controlled en- 
tirely by the reflex action of the acid chyme 
upon the duodenal mucosa. The food sub- 
stances though propelled rhythmically to 
the pylorus are stayed and repelled back- 
ward when this splincter remains closed. 
The food movement, in this respect, re- 
sembles somewhat. that .of a cork floating 
on a body of water near shore. With each 
onward wave there is progression forward 
followed by a backward recession of lesser 
extent, however, each time than the forward 
push. 

Since the lesser curvature has relatively 
' Jess linear dimension than the greater 
curvature, the course of the gastric waves 
in action are seen to assume a fan like 
form; the frequency of rate being greater 
on the lesser curvature than on the greater. 


According to Cole, the stomach in its 
muscular activity possesses a regular sys- 
tole and diastole comprising a so-called 
gastric cycle simulating closely the func- 
tion of the heart muscle in this respect. 
He speaks of these gastric cycles as mus- 
cular contractions, independent of and 
apart from the peristaltic waves passing 
to the pylorus. The motor power of the 
stomach differs in various individuals in 
the frequency and strength of these cycles; 
the number ranging from one to four. This 
conception of Cole has been questioned in 
some quarters. Carmen, for example, 
claims that in the stomach there is no gen- 
eral systole as in the heart, but a localized 
moving peristaltic contraction, nor is there 
a general diastole, the gastric contents 
merely following up the advancing wave. 

The general muscular tone of the 
stomach also varies in individuals within 
normal limits, depending upon the physical 
make up or body habitus. In the stocky 
built or sthenic individual, the normal 
stomach, for example, is of elongated form 
situated high up under the diaphragm, with 
the pyloric portion well to the right of the 
median line. This is known commonly as 
the steer horn type of stomach, from its 
gross resemblance to the horn of the steer. 
In the asthenic type of individual, on the 
other hand, possessing narrowed chest wall 
and elongated abdomen, the stomach as- 
sumes a fish hook or letter J form, the 
greater curvature often reaching far into 
the pelvis. 

A knowledge of the contour, tone and 
muscular movements of the normal stomach 
is of great importance in estimating the 
extent and degree of pathological devi- 
ations as shown by the X-ray. No attempt 
will be made, however, to enter into a dis- 
cussion of the abnormal motor phenomena 
such as are found in various morbid gas- 
tro-intestinal conditions. 

The subject at present is the muscular 
mechanism of the normal stomach, which 
will be unfolded before you now, upon the 
screen, as one of the triumphs of modern 
medical educational method. 











REPORT OF A CASE OF HEMA- 
TOMETRA. 
WALTER CLINTON JONES, M.D. 
BIRMINGHAM, ALA. 


History.—Patient, Mrs. F. H.; age, 47 
years. She has usually been in good health 
all her life. Menstruation began at. four- 
teen, was always profuse and lasted from 
four to six days. There has been an in- 
crease in duration and especially in the 
quantity of the flow during the last two 
or three years and more particularly in 
the last year. About three and a half years 
ago the patient began to notice a supra- 
pubic enlargement but she never consulted 
a physician concerning it. It was discovered 
accidentally by her family physician, Dr. 
E. C. Hamilton, while examining her for 
other illness. For many months she had 
noticed that the tumor was larger during 
menstruation. She had no bladder nor rec- 
tal symptoms. No pregnancy had ever oc- 
curred although she had been married 
thirty-two years. 

Examination.—The general appearance 
of the patient was excellent. An abdomino- 
pelvic tumor extended upward about half 
way from the symphysis to the umbilicus 


JONES—Report of a Case of Hematometra. 





95 


in the median line, and four or five cen- 
timeters higher than this point on the right 
side. Its average diameter was estimated to 
be about twenty centimeters. It was nodu- 
lar in outline, the various elevations being 
rounded and rising from two to three cen- 
timeters above the general surface of the 
mass. It filled the pelvis in which it was 
wedged so tightly that it was almost im- 
movable. Its consistency was very firm. 
Vaginal examination yielded no further in- 
formation except that the cervix was ap- 


proximately normal for a _ nulliparous 
woman. 
Preoperative Diagnosis.—Multiple fi- 


broids of the uterus. 

Operation.—This was performed by the 
writer seven days after the cessation of 
her last menstrual period. The tumor was 
delivered easily through a median abdom- 
inal incision and was excised without great 
difficulty. The patient was slow in react- 
ing Guring the first few days after opera- 
tion but. ultimately she made a complete 
recovery. 

Pathology.—There was no involvement 
of any of the tissues or organs except the 
uterus directly and the ovaries and tubes 
indirectly. No adhesions at all were found. 














Fig. 2. 
tudinal incision along the anterior side. C, cervix. U, 
myomata in the fundus of the uterus. 

Fig. 1. 
uterus. F, fundus. M, myomata. L, 
ment of left broad liagment. 


posterior line of 
O, ovary. T, 





fallopian tube. 











Interior of specimen shown in Fig. 1, opened by a longi- 


cavity, filled with blood partly fluid and partly coagulated. 
M* degenerated myomata 
which probably caused obstruction of the lower uterine canal. 

External view of posterior surface of hematometrous 


uterine 
M, 


attach- 
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The tumor mass includes the entire corpus 
uteri and the solid portion is composed 
largely of firm, spherical encapsulated 
tumors from about. one to five centimeters 
in diameter. (See Figures 1 and 2.) The 
‘ interior contains a cavity equal in size to 
about one half the volume of the entire 
specimen; this space is almost completely 
filled with considerable reddish black fluid 
and much semisolid material of the same 
color. No opening can be found leading 


from this cavity to the cervical canal, 
though it must be presumed that one was 
present, for it surely was not. possible for 


menstruation to have been so profuse from 


the cervix alone. No epithelium was found 
in any location except in the cervix. The 
long, broad, flat uterine cavity usually 
found with fibroids was entirely absent as 
such in this specimen. 


Pathologic diagnosis—Hematometra in a 
multiple myomatous uterus. It seems that 
the large space in the interior filled with 
old blood represents an enormously dis- 
tended uterine cavity with degenerated 
walls. The apparent opening between this 
space and the uterine canal is not satisfac- 
torily explained. 
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APPROVED HOSPITALS. 

The American Medical Association, 
through its Council on Medical Education 
and Hospitals, which handles the hospital 
work for the Association, has issued its 
1925 revised list of Hospitals Approved 
for Internships. The list is published in 
The Journal of the American Medical 
Association for March 28. It will also 
appear in the Ninth Edition of the Ameri- 
can Medical Directory, besides being in 
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separate pamphlet form. The list names 
524 hospitals that are in position to fur- 
nish general internships, such as satisfy 


‘the medical colleges and state boards as 


well as meet. the almost universal demand 
of medical graduates for at least a year’s 


general hospital experience, practice or 


specialization. 

There were reported 5,059 interns, of 
whom 3,825 are in the 524 approved hos- 
pitals, and 1,234 interns in 2,696 non- 
approved hospitals. This total of 5,059 in- 
terns compares favorably with the 3,669 
interns reported in the census of one year 
ago, the increase being 1,390 or 37.9 per 
cent. In fact, there are 156 more interns 
now in approved hospitals than there were 
in all hospitals two years ago. 


When the hospitals began to feel the 
shortage of interns about a decade ago, 
they quite naturally resorted to pecuniary 
appeals and offered salaries, usually rang- 
ing from $25 to $100 per month and 
maintenance: Now the appeal must be 
made on the basis of educational oppor- 
tunities offered, rather than financial 
remuneration. There are still a number 
of hospitals that pay their interns, and 
there can be no objection to giving in- 
terns some financial help, but hospitals 
which secure the best interns and most 
easily, are those whose staffs are known to 
furnish the best. educational opportunities, 
salary or no salary. The Council on 
Medical Education and Hospitals also pub- 
lishes a list of the hospitals that provide 
approved residences in specialties for 
those who have already had a general in- 
ternship or experience. 


By furnishing these lists the Council 
serves not only those who are seeking an 
internship or residency, it also contributes 
much to the good of the profession and 
the public by encouraging a broad general 
foundation, both for general practice and 
for specialization. 
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WARREN STONE BICKHAM. 


In conferring the honorary LL.D. de- 
gree upon Dr. W. S. Bickham at the recent 
commencement exercises of Tulane, the 
faculty unquestion- 
ably had in mind 
the great distinc- 
tion attained by him 
in the field of 
medical authorship. 
Truly his contribu- 
tions to medical lit- 
erature reflect great 
credit upon the 
University. 

Dr. Bickham has 
just completed an 
encyclopedic _trea- 
tise on operative 
surgery which 
marks the culmin- 
ating point in his 
extremely active ca- 
reer aS a surgeon 
and as a writer of 
medical text books. 
This great work, of 
which he is sole au- 
thor, is the fruit of 
ten years of unre- 
mitting labor. In 
the thoroughness and completeness with 
which it covers a vast field of knowledge 
in the principals and technique in opera- 
tive surgery, it is the greatest work of its 
kind that has appeared in any language. 
“Bickham’s Operative Surgery,” contained 
in six portly octavo volumes, exclusive of 
an index volume, approximates six thou- 
sand pages with more than two million 
words of text, six thousand and seventy- 
eight original illustrations drawn by forty- 
six artists under the author’s personal 
direction, and published by Saunders of 
Philadelphia. The system is more profusely 
illustrated than any work in any branch of 
medicine. The sale of 18,312 volumes in 


ten months after its appearance is sufficient 
proof of the value attached to its publica- 








DR. WARREN STONE BICKHAM. 


tion in the eves of the medical profession. 

In addition to his eminence as a medical 
author, Dr. Bickham has also special claims 
upon Tulane for 
honorary _ distinc- 
tion. Warren Stone 
Bickham is a Lou- 
isianian. He was 
born in Shreveport, 
August. 23, 1861, 
and is approaching 
his 64th birthday. 
A student at the 
University of the 
South, Sewanee 
(1873 - 1875), = at 
Yale (1881 - 1885), 
where he just 
missed his A. B. de- 
gree on account of 
ill health, he en- 
tered the academic 
department of Tu- 
lane in 1882, com- 
pleting special 
courses in chemis- 
try and physics at 
the end of 1883. He 
was graduated from 
the medical school 
of Tulane in 1887, and also received 
the degree of M. D. from Columbia 
(College of Physicians and Surgeons). 
He was an interne of the Charity Hos- 
pital of New Orleans while still an 
undergraduate at Tulane. After his grad- 
uation he engaged in practice in New Or- 
leans, being associated with his father, 
Dr. C. J. Bickham, one of the best loved 
men of the medical profession in New 
Orleans. In 1893 he was chosen to or- 
ganize and direct the laboratory of oper- 
ative surgery in the medical school of 
Tulane—a laboratory which had just been 
founded through the munificence of Pro- 
fessor A. B. Miles—and he served with 
remarkable efficiency and distinction as 
demonstrator in chief of this department 























during five years (1893-1898). After his 
father’s death, he traveled abroad for two 
years, visiting the leading surgical clinics 
of England, France and Germany, after 
which he established himself in New York 
City, where he has resided and practiced, 
with interruptions, during the last twenty 
years. 

It seems fitting and most appropriate 
that his Alma Mater should have taken 
cognizance of Dr. Bickham’s merits at a 
time when he has just completed a great 
literary enterprise which represents the 
achievement of a life of labor crowned 
with honor and glory to himself, to his 
profession and to the Institution that gave 
him his intellectual and professional train- 
ing. Apart from his purely literary and 
scholarly attainments, the personality of 
the man, his fine character, his integrity 
and representative auality as a gentleman 
by birth, breeding and conduct, are not 
the least of his qualifications which entitle 
him to this honorary degree. 





PREVENTION OF BLINDNESS. 


A nation-wide effort to eliminate from 
the schoolroom the conditions which are 
having a harmful effect on the eyes of chil- 
dren is being initiated today. The super- 
intendent of schools in every state, county 
and city having a school population of 
25,000 or more will receive from the 
National Committee for the Prevention 
of Blindness for distribution among pub- 
lie school teachers a communication based 
on the code of lighting school buildings 
which was prepared under the joint spon- 
sorship of the Illuminating Engineering 
Society and the American Institute of 
Architects. This code was recently ap- 
proved as the American Standard. 

In announcing the plan to place a copy 
of a non-technical summary of this code 
in the hands of every public and private 
school teacher in America, Mrs. Winifred 
Hathaway, Secretary of the National 


Committee for the Prevention of Blind- 
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ness, declared that a recent study of the 
condition of the eyes of more than 4,000,- 
000 public school children indicates that 
approximately 12 per cent of all school 
children in America have such seriously 
defective vision as to be handicapped in 
their work. 


The communication from the National 
Committee will not only acquaint the 
teacher with the principles of correct 
lighting, but will deal with the arrange- 
ment of seats and desks, coloring of walls, 
the use of window shades, construction 
and location of blackboards and the posi- 
tion of the teacher herself in the class 
room, all of which have important bear- 
ings on the lighting condition within the 
room and on the use or abuse of the chil- 
dren’s eyes. The Committee emphasizes 
the fact that the eyestrain resulting from 
incorrect lighting of school rooms fre- 
quently results in functional disorders, 
nearsightedness or other serious eye de- 
fects. It declares that two of the chief 
causes of eyestrain are insufficient illumi- 
nation and glare, and then describes the 
methods of eliminating these causes. 

The non-technical summary of the code 
was prepared by a special committee of 
nationally known lighting experts under 
the chairmanship of Mrs. Winifred Hath- 
away, Secretary of the National Commit- 
tee for the Prevention of Blindness. The 
other members of this special committee 
were: Professor S. K. Barrett, Professor 
of Electrical Engineering, New York Uni- 
versity, New York; Mr. Walter S. Deffen- 
baugh, Chief of Division of City Schools, 
U. S. Bureau of Education, Washington, 
D. C.; Mr. J. E. Hannum, Research En- 
gineer, Eyesight Conservation Council of 
America, New York; Mr. M. G. Lloyd, 
Chief of Safety Division, U. S. Bureau of 
Standards, Washington, D. C.; Mr. M. 
Luckiesh, Laboratory of Applied Science, 
Nela Park, Cleveland, Ohio, and Mr. W. J. 
Serrill, Philadelphia. 

An initial edition of 112,000 copies of 
this summary has been published by the 
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National Committee for the Prevention 
of Blindness for free distribution and 
additional quantities will be available 
soon. 





A DOCTOP’S PLACE IN INDUSTRIAL 
ENTERPRISES. 


Industrial hygiene is becoming more 
and more appreciated in the commercial 
world. There are physcians in the U. S. 
Public Health Service, in the Bureau of 
Mines and in various other Departments 
of the Federal Government who make ex- 
haustive studies of the working conditions 
in the industries. 

We have, too, the industrial physician 
maintained at the expense of large manu- 
facturing establishments who makes inten- 
sive studies of the employees’ living con- 
ditions. We have also the influence of 
these physicians on the legislators in the 
promulgation of statutes for the protec- 
tion of the employee against individual 
hazards. These may be of a physical 
nature, or simply health depleting; for in- 
stance, the dangers encountered in ex- 
posed machinery, in the dust contained in 
the air in the process of manufacturing 
white lead, or of a gaseous nature such as 
carbon bisulphide and carbon tetra- 
chloride in the rubber industry. What the 
doctor’s duty entails, is how and in what. 
manner the employees can be guarded 
against noxious fumes, against insanitary 
surroundings in the factories, improper 
postures on the work benches, against 
conditions which endanger life and limb, 
against the insidious influences of com- 
munity life, as very frequently occurs in 
the crowded manufacturing districts. 

The industrial physician can do much 
to protect and assist expectant mothers 
and their children. He can use his influ- 
ence in preventing the exploitation of 


children below the legal employment age. 
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His opinions will be of great value if his 
employer is intelligent enough to accept 
them in matters of ventilation, tempera- 
ture, moisture and dust conditions of the 
air and in the physical examinations for 
incipient tuberculosis and venereal disease. 

The greatest influence will undoubtedly 


be on the employees themselves. If the 
company will allow him to properly use 
his knowledge he can bring about condi- 
tions which will be more conducive to 
harmony and efficiency by meeting the 
desires of the employees for needed recre- 
ation, thus indirectly preventing strikes 
and other industrial discords so highly 
destructive to both financial stability and 
to the welfare of the workers themselves. 
In short, the Industrial physician can 
play an enormously important role in any 
large organization, if he cares to do so. 
His part will be one which will appeal to 
the human interests and he will find his 
sphere of influence for good, either large 
or small, depending on the amount of tact, 
insight into human nature, professional 
ability and spirit of co-operation and un- 
derstanding which he brings to bear. 





CORRESPONDENCE. 
July 9, 1925. 
To the Editors: 


I was very much astonished at the very 
flattering notice of myself appearing in the 
last number of the Journal. You have 
been very kind to me and I want you to 
know that I most heartily appreciate what 
you have done, although I am quite con- 
scious of the fact that you have done me 
greater honor than I deserve. 

I have noted with much interest and 
pleasure the recently improved make up of 
the Journal and trust you shall be able to 
maintain the high standard you have set. 


Cordially yours, 
F. W. PARHAM. 




















PRACTICAL MEDICAL ECONOMICS 


Chas. A. Bahn, M. D., Department Editor, 


MEDICAL MANAGEMENT. 
(Continued) 
Part 12. 
Charles A. Bahn, M. D. 

The medical or diagnostic group is a more 
or less a recent evolution of the partnership 
idea, designed to render co-ordinated med- 
ical skill and service at a minimum expense 
of time and money. In the central, north- 
western, and southwestern, parts of this 
country, these groups have become more 
numerous and successful, because the medi- 
cal profession and public adapt themselves 
more easily to co-operative effort and 
because more persons seek medical service 
primarily to get well rather than to consult 
a particular doctor. 

The permanent success of any group of 
course depends primarily, on the complete- 
ness and competence of the professional 
services rendered. As the efforts of sev- 
eral persons are usually involved in the 
examination and treatment of the patients 
there must be a central responsibility to 
each patient, that is a directing head which 
prevents the patient from becoming lost, 
avoids delays and useless examinations and 
treatments and supervises what has to be 
done to facilitate the patient’s prompt and 
economical recovery. It is therefore neces- 
sary that physicians in this field not only 
have the necessary technical knowledge to 
serve those who require only their indi- 
vidual services, but also have the ability to 
a greater degree than is necessary in pri- 
vate practice to use their technical knowl- 
edge to help those requiring the services of 
several doctors either to determine the 
cause of illness or remedy it. The neces- 
Sary exchange of medical ideas if properly 
used should be productive of broader 
understanding and judgment. Records 
have to be more complete and _ legible 


because they are no longer individual prop- 
erty but must be used by at least several 





different persons. It is important that the 
doctor who enters group practice has a 
broad practical knowledge of his subject, 
is capable of team work, and above all, is 
human, from the standpoint of both 
patients and fellow workers. 

Although several persons may render 
service to a patient there must be a single 
responsibility and supervision. In some 
instances this service is rendered for all 
patients by one member of the group, 
while in others, the physician who renders 
the maximum service assumes entire super- 
vision of the patient. Where the former 
plan is adopted, this central physician who 
understands and distributes the patients to 
the various doctors and supervises the 
effort necessary to determine the correct 
diagnosis and establish the best treatment 
becomes a most important factor because 
he must not only have a thorough and 
practical knowledge of medicine in most 
of its branches but above all he must 
understand human beings and be able to 
influence practically human nature not only 
pertaining to patients but especially to 
those who are associated with him. 

Most of us need supervision to do our 
best work, but few of us like it. As the 
success of team work largely depends on 
each person carrying his share of the load 
it is obviously important that one or more 
persons in a group thoroughly understand 
the quantity and quality of each persons 
production, and know what is at all times 
being accomplished. It is no reflection that 
you resent supervision or that you do not 
travel well in double harness, providing 
that you and those necessarily involved un- 
derstand these facts. The individuality of 
each doctor associated with a group is 
sooner or later displaced by the group indi- 
viduality which involves the inadvisability 
of members exploiting themselves at the 
expense of others members or the whole 
organization. In other words every one 
must give and take when the best interest 
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of the group is concerned. Honest differ- 
ence of opinion is the greatest asset of any 
group, medical or non-medical, but should 
be used constructively and not destructively. 

Diagnosis must not be made a means of 
profit which primarily should come from 
getting patients well and not from the de- 
termination of their ailments. If this is 
not observed the various departments will 
sooner or later make unnecessary exam- 
inations for which patients must pay and 
get no practical good. Diagnosis cannot of 
course be successfully carried on at a loss 
but it should pay the expenses incurred and 
practically no more. 


In formation of a diagnostic group it is 
financially important that those who par- 
ticipate have sufficient practice to operate 
under altered conditions without financial 
loss. Naturally other physicians in the 
community often look upon a medical group 
as direct competition and not only do not 
refer patients to its members, but even go 
farther. In an instance told me, a well 
known surgeon became enthusiastic over 
the group idea, and secured the services 
of several younger men and greatly en- 
larged existing facilities and increased ex- 
penses. The younger men, although com- 
petent, did not contribute many patients to 
the organization. Surrounding physicians 
did not send the surgeon as many patients 
hence the income decreased and the expense 
increased to the extent that the venture has 
thus far been an expensive experiment. 

Generally speaking, the more a doctor 
knows about medical science, the less he 
knows about everything else, specially prac- 
tical fields of effort. It is hence desirable 
that management of medical groups be 
separated from purely professional medical 
services. The latter has for its objective 
the understanding of patients’ ailments and 
getting them well, while the former is 
primarily interested in receiving a reason- 
able recompense for services and distrib- 
uting the moneys received in a profitable 
manner. Many medical organizations em- 


ploy a non-medical manager. The manager, 
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is of 


or non-medical, 
course under the supervision of a direct- 


whether medical 


ing board, to whom he is _ responsible 
and whose policies he carries out. Man- 
agement here includes the verification 
and collection of accounts receivable, the 
disbursement of moneys received; the 
purchasing of equipment, supplies and as- 
sistance, the assignment and supervision 
of non-medical and some medical work, 
and the adjustment of minor differences. 


Anybody can conduct an enterprise at a 
financial loss, but not everybody, at a profit. 
The person or institution that can not be 
self-sustaining, generally speaking, sooner 
or later passes into oblivion unless fed by 
the ravens or their prototype, endowment. 
Most of us have no resources aside from 
our production. 


Generally speaking, rent should not exceed 
six per cent. of the gross income; equip- 
ment, five per cent. Salaries are variable, 
depending upon the amount and type of 
assistance required, but whatever that 
amount is, each person should productively 
earn their salary plus its overhead cost. In 
other words, every dollar paid out should 
as far as possible represent a profitable 
investment. In practical management sen- 
timent must assume a minor role. 

Physicians who are successful financially 
and professionally seldom discuss the for- 
mer phase of their efforts. The inference 
is that they have succeeded financially 
solely through their medical attainments 
which is not usually the whole truth. It 
is unfortunately much more profitable to 
write and talk about ones wonderful cures 
or abstruse scientific discoveries than how 
one’s business is conducted. Each of us 
has his own method of defense against 
loss and avoiding practical financial medi- 
cal discussions is one usually adopted by 
successful physicians. 

The writer being interested in medical 
administration, has visited most of the 
large medical groups and has discussed the 
subject with many of their members. I 
believe that those who are thus engaged 




















are usually enthusiastic about the present 
and future possibilities of group medicine 
and that under average conditions this plan 
relieves one from the small administrative 
problems necessarily associated with indi- 
vidual practice; facilitates the more thor- 
ough study of a greater proportion of 
medical problems to a definite conclusion ; 
brings doctors in closer contact with each 
other and the different branches of medi- 
cine; facilitates vacations; and offers the 
young physician:more favorable working 
conditions. These benefits are obtained, 
however, at an increased overhead ex- 
pense; more supervision; the merging of 
one’s individuality into that of the group; 
greater difficulty in re-establishing one’s 
self if the group does not succeed or in 
case of withdrawal Under favorable con- 
ditions, that is when the practice involved 
is sufficient to justify the expense incurred, 
when the public understands the group 
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idea, when the members are fitted temper- 
mentally and professionally ; and when the 
management is just and economical: the 
group plan can be made successful, pro- 
fessionally and financially. 

This comcludes the twelfth and probably 
last installment of these articles, at least 
for the time being. We believe today as 
we did a year ago that physicians would 
render greater and more profitable service 
to themselves and the public if more of 
their efforts were devoted to maintaining 
public health in a more simple, practical, 
and economical manner. We hoped that an 
experiment to encourage this service would 
receive sufficient interest in the form of 
inquires and comment to justify its indefi- 
nite continuance. We trust that our efforts 
have been productive of pleasure and profit 
to those who followed them and we will 
gladly resume the subject when interest 
justifies. 
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LOUISIANA 


‘“‘Every man owes some of his time to the up- 
building of the profession to which he belongs.’ 
, —tTheodore Roosevellt. 


SEVENTH DISTRICT MEDICAL SOCIETY. 


The regular quarterly meeting of the Seventh 
District Medical Society was held at Opelousas, 
La., on June 24th, as guest of the St. Landry 
Medical Society. 

The Scientific portion of the program was held 
at the Elk’s Home and the following papers pre- 
sented: 

Dr. T. B. Sellers—New Orleans, “Treatment of 
Vomiting of Pregnancy with the Insulin and Glu- 
cose Method.” 

Dr. C. A. Gardner—Sunset, “A State Tubercular 
Hospital.” 

Dr. S. B. Wolff—Opelousas, “Experiences with 
Wasserman Negative Syphilis.” 

At the conclusion of this program the members 
were driven to the Suburban Garden where an 
elaborate banquet was served, and a general dis- 
cussion held. 

The Seventh District Society unanimously de- 
cided to go on record as commending the Rapides 
Parish Medical Society for their recent action 
against the Rapides Parish Police Jury for their 
interference with a physician’s rights to prescribe 
alcoholic beverages to his patients when deemed 
necessary; and the society condemns any Parish 
Police Jury that takes a similar action. This 
Society wishes to foster a move requiring the 
State of Louisiana to build an adequate hospital 
to care for her tubercular citizens. 

An invitation was extended by the Calcasieu 
Parish Medical Society to hold the next meeting 
in Lake Charles in the month of September. 

After a short talk by the President, Dr. C. A. 
Martin, in which he accepted the Calcasieu Parish 
invitation and urged every one present to attend 
and bring another member, the Society adjourned. 


REGULAR MEETING OF THE LOUISIANA 
STATE BOARD OF HEALTH. 


Thursday, June 18, 1925. 
Resolution adopted: 


Whereas, For several months requests have been 
coming to the State Board of Health with regard 
to the re-establishment of free clinics, with special 
reference to the treatment of venereal diseases, 
and 


Whereas, The State Board of. Health takes the 
position these Venereal Disease Clinics were emer- 
gency activities as a war measure, and 


Whereas, The State Board of Health takes the 
further position that the functions of the Board 
are preventive and not curative; 

Therefore -be it Resolved, That in view of the 
unpleasant publicity and failure to get result de- 
sired, as a consequence of the operation of the 
three narcotic dispensaries and venereal disease 
clinics conducted jointly at the several points of 
the State, and individually at Alexandria, the 
Board in regular session look with disfavor on 
the re-establishment of clinics or dispensaries of 
any kind whatever, and 


Be it further Resolved, That the best the State 
Board of Health can do is to continue to the best 
of its ability, to furnish free arsphenamine for the 
indigent sick with the definite understanding where 
furnished free the physician will not charge for 
administering same, and 

Be it further Resoived, That copy of this Resolu- 
tion be sent to the State, Parish, District, and City 
Medical Societies throughout the State and pub- 
lished in the Quarterly Bulletin of the State Board 
of Health. 

OSCAR DOWLING, M. D., President. 


Fifty-six physicians passed their examinations 
before the Louisiana State Board of Medical Ex- 
aminers and only one failed in the tests conducted 
June 11, 12 and 13. Applications of four physi- 
cians for reciprocity certificates were approved. 
Fifteen applicants for midwifery certificates were 
examined and all but four were successful. Mem- 
bers of the board present were Drs. Leon J. 
Menville, president; E. L. Leckert, R. W. O’Don- 
nell and Roy B. Harrison, secretary-treasurer. 

Successful physicians were: 

George Lamar Arrington, Frank. Joseph Beyt, 
Robert Edward Bratton, Hamilton K. Carrington, 
Herndon H. Clarke, John Earle Clayton, William 
Jesse Craig, Herman Perry D. Curtis, Leonhard 
Ernest Devron, Joseph Marion Donald, John Fred- 
ericks Drew, Morris James Duffy, Dean Hume Dun- 
can, Frederick Y. Durrance, Oscar Jarrell Emery, 
George D. Feldner, Vance Wells Fletcher, Seth 
Jordan Floyd, William Victor Garnier, Ben Gold- 
smith, Julian Graubarth, Henry Edwards Guer- 
riero, Mye Haddox, Daniel LaSalle Hagood, 
Joseph Jacob Hanus, Jr., Lindley O. Hayes, 
Gaston Arthur Hebert, Robert Carl Hill, Dur- 
ward Allison Huckaby, Melville Wallace Hun- 
ter, William Ambrose Hutchinson, William Ker- 
nan Irwin, Norman Kelly, Saul Francis Landry, 
Henry Nathan Leopold, James Otis Lisenby, John 
Fair Lucas, Spencer Butterfield McNair, Morell 
Waldo Miller, Thomas Hillman Oliphant, Bennet 
G. Owens, Florence Gates Rich, Reuben Sanford 
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Roy, Thomas Morrow Sayre, Wallace Polk Sheely, 
John Frank Smith, Edmond Souchon, Ambrose 
Howell Storck, Vincent Joseph Thacker, Clifford 
Joseph Vedrenne, Benjamin Walter Ward, Daniel 
Davis Warren, Clarence H. Webb, Herman Aubrey 
White, Seward Haff Wills, Dwight Moody Young. 

Midwives: 

Miss Angelina Bagneris, Mrs. F. O. Belperain, 
Mrs. Maud Donnels, Miss Beatrice Honore, Mrs. 
Jules Pollet, Mrs. Bernadine Scott, Mrs. Annie 
Smith, Mrs. Louis Spahn, Mrs. Oliviar Stewart, 
Mrs. John W. Trauth. 


Certificate on reciprocity: 


Thomas J. Fenton, George R. Herrinman, Percy 
Bradford Lusk, J. H. Musser. 


NATCHEZ HOSPITAL TO BE STANDARDIZED 


On invitation of the visiting staff and Board of 
Trustees of the Natchez Hospital, Dr. John Spell- 
man, superintendent of the Touro Infirmary of New 
Orleans and representative of the American Col- 
lege of Surgeons, has just made a survey of the 
hospital here with a view to making recommenda- 
tions whereby the hospital may be standardized 
and placed on a class A footing. Notwithstanding 
the fact that the appropriation of the hospital was 
cut $10,000 per annum by the last legislature, it 
has shown a remarkable record of efficiency under 
the superintendency of Dr. J. C. McNair and has 
remained within its budget. 


Dr. Samuel Elder was promoted last night to 
senior house surgeon of Charity Hospital, New 
Orleans, and Dr. R. O. Russell was named senior 
house physician. They succeeded Dr. E. L. Irwin 
and Dr. I. L. Robbins, who will go into private 
practice. 

Other promotions resulting from the resignation 
of the two department heads are: Dr. Martin 
Miller, junior house surgeon; Dr. W. H. Cook, 
assistant house surgeon; Dr. B. D. Corrington, 
junior house physician. 


A resolution was adopted by unanimous vote of 
the board of administrators of the State Colony 
and Training School, which met at the institution 
at Camp Beauregard tendering the vacant super- 
intendency of the institution to Dr. C. J. Willis of 
Shreveport. Dr. Willis accordingly was elected 
and took under consideration the question as to 
whether he would accept. 

The board decided on building another home for 
employes, which will probably be occupied by Dr. 
E. M. Levy, assistant physician. It was also de- 
cided to get plans for another dormitory to accom- 
modate 100 inmates to be devoted to the use of 
young white women above school age. 
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DIBERT MEMORIAL CONTRACT IS LET. 


Contract for the long talked of John Dibert 
Memorial Tubercular hospital to be an addition to 
Charity hospital through the philanthropy of 
Mrs. John Dibert, has been awarded to George J. 
Glover and actual work will begin in the next few 
days. The contract price is $358,688. 

Mrs. Dibert donated the money for the hospital 
several years ago and plans were prepared three 
years ago by Sam E. Stone, Jr., architect and 
former city commissioner. Difficulties were en- 
countered when different sites were tentatively 
agreed upon, and the board of administrators of 
Charity hospital finally decided to build it adja- 
cent to the Charity hospital. The buiding will 
be constructed at Tulane and Claiborne avenues, 
facing Claiborne avenue. It will be three hundred 
feet long and fifty feet wide, three stories high, 
with a basement. It will be constructed of con- 
crete and stone, and will accommodate 180 patients. 


Diep: Dr. Louis Theophile Donaldson, Sr., at 
Reserve, St. John the Baptist Parish, Louisiana, 
on Wednesday, July 15th, 1925. 

Dr. Donaldson was born in St. James Parish in 
1854 and was 71 years and 4 months of age at the 
time of his death. He was graduated A. B. from 
Jefferson College, St. James Parish, in 1876. He 
was an under-graduate intern of the Charity hos- 
pital, New Orleans, 1877-8 and was graduated 
M. D. from the Medical Department of the Univer- 
sity of Louisiana (Tulane) in 1879. He practiced 
at Vacherie, his native town in St. James Parish, 
the first year after his graduation and thenceforth 
removed to Reserve, where he remained in con- 
tinuous practice until his death, a little over 44 
years. 


Dr. Donaldson married Miss Antoinette Vigne, 
of the same parish. His widow and.a family— 
five sons and three daughters—survive him. Two 
sons are physicians and one a pharmacist, all 
Tulane graduates: Dr. L. T., Jr. (Class 1907), 
residing at Hahnville, La., St. Charles Parish, and 
Dr. Armand (Class 1925), at Reserve, and Mr. 
Henry Donaldson, for many years a pharmacist at 
Reserve. 

Dr. L. T. Donaldson, Sr., was a member of the 
St. John-St. Charles Parish Medical Associations, 
State Medical Society, Southern Medical Asso- 
ciation and the American Medical Association; 
the leading physician and one of the most 
representative and esteemed citizens of his 
section of the State. The love and respect in which 
he was held by all elements of the community was 
well attested by the great concourse of people who 
attended the funeral obsequies which took place at 
Reserve, on Thursday morning, July 16th. Dr. 
Donaldson was an unusually well educated physi- 
cian who loved his profession and understood its 
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mission in a broad and generous spirit. Gentle 
and kind by nature, modest and unpretentious, he 
lived happily among his people who honored him 
for his skill and learning, and loved him for the 
unstinted service he had given them during the 
44 laborious years that he had lived among them. 
He was a country practitioner of the finest type. 
He would have flourished through his professional 
merit in the most pretentioys surroundings, but 
from the beginning he chose to cast his lot in the 
cenparative obscurity of a small country parish 
with no other ambition than to cultivate and apply 
a knowledge of his profession in the service of his 
people. This he did faithfully, continuously and 
with all the enlightment that a mind keenly alert 
to all professional and social progress could give 
him. He leaves an honorable name based upon a 
long record of altruistic service that will remain 
a conspicuous example of the best citizenship in the 
history of the Parish. His example was a fine 
asset to the reputation of the medical profession 
of the State and his death will leave a void difficult 
to fill. 

The Journal extends its heartiest sympathy to 
his bereaved family. 


Diep: Dr. August J. Pareti, age 35, July 2nd, 
1925, at New Orleans. Dr. R. J. Mainegra, Sr., 
age 83, at New Orleans. 


According to newspaper reports, we have 
another new “cancer cure.” This time the story 
originates in Atlanta, Georgia. The ionization of 
the molecules in drugs forms the basis of the 
“cure.” 


DALLAS WILL ENTERTAIN THE SOUTH- 
ERN MEDICAL ASSOCIATION IN 
NOVEMBER. 


A warm invitation is being extended to the 
doctors of the South to attend the annual meeting 
this fall, and preparations are being made to 
entertain between four and five thousand. Already, 
1500 rooms in the best hotels have been set aside 
for this purpose, and it is estimated that more 
will be available. 

Dallas has all the chief requirements for a 
successful convention city; ample hotels and audi- 
toriums, easy accesibility, facilities for entertain- 
ment and diversion, coupled with whole-hearted 
hospitality on the part of the citizenship. It is 
not only a medical center of importance, but a 
city of interest and opportunity. 

Easily Accessible. 


Ten trunk line steam railroads serve Dallas, 
with 100 passenger trains daily in and out of 
the $6,500,000 Union Terminal Station. Two hun- 
dred and fifty-eight interurban trains leave the 
$1,000,000 electric interurban station daily. Dallas 
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is 16 hours by rail from Kansas City, 18 hours 
from St. Louis, 27 hours from Chicago or Cincin- 
nati, and 43 hours to New York. 

For those who wish to use the automehile in 
attending the S. M. A. convention, Dallas is located 
on five transcontinental highways, Bankhead, 
Meridian, King of Trails, Dallas-Canadian-Denver, 
and the Dixie Overland. These highway organiza- 
tions assure the tourist of well kept roads. In 


‘Dallas County alone are 100 miles of surfaced 


highways, and a tourist camp and centers of high- 
way information are available also. 


Clubs, Restaurants, Theatrical Facilities 


Dallas has a number of strong clubs, splendidly 
housed, such as Dallas Athletic Club, University 
Club, City Club, a number of fine golf clubs, and 
all the leading national service organizations, 
such as Rotary, Lions, Kiwanis are represented 
here—all are most hospitable in the entertainment 
of visitors. 

Restaurants, either connected with hotels or 
independent, are numerous and of a_ generally 
high standard. Some of the. highest priced chefs 
in the nation are here. You can get meals with 
a Western flavor, Mexican dishes, Chinese dishes 
or old fashioned Southern cooking. All the year 
truck gardens and farms are producing in some 
parts of Texas, and this coupled with proximity 
to packing houses, poultry farms and orchards, 
tends to keep food prices reasonable. 

Dallas has 37 theatres, with a combined seat- 
ing capacity of 28,000. These include summer and 
winter stock companies, many good road shows 
during the season, high class vaudeville and 
motion picture houses, and the Little Theatre was 
twice awarded the Belasco Prize. There are thea- 
tres costing as much as $2,000,000 and seating 
as many as 3,000 persons. 


Climatic Conditions. 

Dallas’ climate as a whole is pleasant and in- 
vigorating, without severe extremes and Novem- 
ber in Texas as a rule is crisp and clear, ideal 
for travel for out door sports. 

Through the medium of this Journal, in later 
issues, data on the Hospital and clinical facilities 
of the Convention City will be given, meanwhile, 
the medical profession of Dallas and of Texas, in- 
vites you to plan to attend the Southern Medical 
Association Convention this fall. 


AMERICAN BOARD OF OTOLARYNGOLOGY. 
An examination was held by the American 
Board of Otolaryngology on May 26, 1925 at the 
Medico-Chirurgical Hospital, Philadelphia, with 
the following result: 
Passed, 137; failed, 20; total examined, 157. 
The next examination will be held at the Uni- 
versity of Illinois School of Medicine on October 
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19, 1925. Applications may be secured from the 
Secretary, Dr. H. W. Loeb, 1402 South Brand 
Boulevard, St .Louis, Missouri. 


NEW CHILD WELFARE LEGISLATION. 


The Maternity and Infancy Act was accepted 
for the first time by Rhode Island, Vermont, and 
Hawaii during 1925; 43 states and Hawaii are 
now co-operating under the Act. 


CHILD HYGIENE. 

Measures relating to public health and child 
hygiene have been considered in a number of 
States. Bills authorizing the employment of pub- 
lic-health nurses by municipalities and counties 
were passed in Kansas, Michigan, and Missouri. 
A Connecticut bill would provide for State aid in 
establishing a public-health nursing service. Bills 
relating to medical inspection in schools, school 
physicians or school nurses, were introduced in 
Connecticut, New York (passed, Rhode Island 
and Minnesota. Oregon passed a law requiring 
physical examination of all school children during 
the first month of the school year, providing no 
objection has been made by the parent. Bills im- 
proving birth and death registration passed in 
Michigan and Vermont but failed in Maine. The 
status of such bills in Oklahoma and Pennsylvania 
is unkonwn. South Dakota passed a law requiring 
physicians and others to employ certain methods 
for the prevention of blindness and infections of 
the eyes of new-born infants. West Virginia in- 
troduced bills for licensing and registering mid- 
wives. Iowa and South Dakota passed new regu- 
lations for the control and inspection of maternity 
hospitals. 


MARRIAGE LICENSE REGULATION 


Bills relating to marriage license regulations 
were introduced in a number of States, but ac- 
cording to all available information no important 
measure was enacted into law. 


AMERICAN ELECTROTHERAPEUTIC 
ASSOCIATION. 

The American Electrotherapeutic Association 
will hold its 35th Annual Session September 15th 
to 18th at the Hotel Drake, Chicago, Ill. Papers 
will be read by the leading men in the field 
of physical therapeutics and by invested guests 
of national reputations. A demonstration of actual 
technic of application of the various physical 
modalities will be given. There will be a complete 
exhibit of the latest electrotherapeutic apparatus 
and accessories. All legally licensed physicians are 
welcome and detailed program can be obtained by 
addressing Dr. Richard Kovacs, Secretary, 223 
East 68th Street, New York. 
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One child out of every 11 in the public schools 
of American cities and 1 child out of every 7 
in the schools of rural districts in the United 
States has seriously defective vision as to be 
handicapped in their school work; this situation 
though serious is not nearly so bad as the pub- 
lic has been led to believe by newspaper and 
magazine reports of recent years which have been 
based largely on casual investigation; conserva- 
tion of the eyesight of school children is funda- 
mentally a duty of the school system; as a first 
step toward the fulfillment of this duty, a uni- 
form law for the examination of the eyes of 
school children should be adopted by all cities 
and states. These are some of the findings and 
recommendations contained in an exhaustive re- 
port entitled “Conserving the Sight of School 
Children” presented today (July 1) before the 
National Education Association by the Joint Com- 
mittee on Health Problems in Education of that 
organization and the American Medical 
ciation. 


Asso- 


THE POST-GRADUATE MEDICAL JOURNAL. 
On September 1st will be published the first 
number of the Post-Graduate Medical Journal, 
the Official Organ of the Fellowship of Medicine. 
This publication marks an era in medical 
journalism. It has long been felt that a periodical 
devoted solely to the interests and requirements 
of the medical post-graduate was an urgent necess- 
ity. Such a periodical should be a medium by 
which the practitioner can be kept en rapport with 
all the details of post-graduate teaching; where 
individual requirements can be expressed; where 
difficulties can be discussed and grievances ven- 
tilated. It will be the aim of the Post-Graduate 
Medical Journal to provide for such needs. 

The Post-Graduate Medical Journal will be 
published at 6d. net monthly at No. 1. Bedford 
Street, London, W. C. 2, and all communications 
should be sent to the Manager at that address. 


Our readers no doubt remember the dog-team 
relay race to Nome, Alaska, with Super-Concen- 
trated Diphtheria Antitoxin last February. The 
drivers knew that the trip was practically impos- 
sible, yet they dared death to save diphtheria- 
stricken Nome. They plunged through trails that 
would have been impassable had it not been for 
the courage and instinct of the dogs and the 
heroism of the drivers. 

That heroism has been recognized and com- 
memorated by H. K. Mulford Company, Philadel- 
phia, makers of the Super-Concentrated Antitoxin. 
Beautiful gold medals will be presented to each of 
the nineteen dog drivers by the H. K. Mulford 
Company through Governor George Alexander 
Parks, of Alaska. 
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The new plant of the Abbott Laboratories now 
near completion, will be when occupied the finest, 
complete pharmaceutical and research plant in the 
World. 


We wish to call the attention of our sub- 
scribers to the announcement of the Graduate 
School of Medicine which is now being reorgan- 
ized to meet the requirements of the Council*on 
Medical Education of the A. M. A. The faculty 
has been strengthened and enlarged by the addi- 
tion of the best available teachers and enlarged 
clinics. The review courses will be so consti- 
tuted as to cover the work in a shorter period 
and will begin later and end earlier, which we 
feel certain will meet with the approval of all 
concerned. From what we can learn we believe 
Tulane’s new school will be second to none. 





MISSISSIPPI 
To the Members of the Mississippi State Medi- 


cal Association: When the Mississippi State Medi- 
cal Association had no other means but its Trans- 
actions of acquainting its members with what it 
was doing, the membership was out of touch with 
the Association and its activities to a large extent 
during the entire year. From the personal stand- 
point, doctors lost touch with their colleagues in 
the State, except when they attended the conven- 
tions. It is the hope of the State Medical Asso- 
ciation that through the columns of the New 
Orleans Medical and Surgical Journal, a means of 
contact with the State Association and with each 
other will be furnished to the doctors of the State. 

It is hoped that we shall be able to make and 
keep this column an interesting one. In order to 
do so, it must have your active support and co- 
operation. To that end it is requested that each 
and every member of the Mississippi Medical Asso- 
ciation, and of its Women’s Auxiliary, will remem- 
ber to send in items of interest on subjects 
pertaining to the membership of the State Asso- 
ciation, their families, and also pertaining to 
hospitals, and to Public Health work. 

Such communications, as well as any suggestions, 
or criticisms regarding the policy of this Depart- 
ment should be addressed to J. S. Uullman, M. D., 
308 Franklin Street, Natchez, Mississippi. Mate- 
rial for publication should be in his hands on the 
tenth of the month, if it is to appear in the Journal 
for the next month. 


Dr. G. S. 


Bryan, President of the Mississippi 
State Medical Aszociation, announced the follow- 
ing committee appointments: 


Policy and Legislation—Drs. Underwood, Cooper 
and Willis Walley. 
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Teachers’ Association—Drs. W. H. Frizell Henry 
Boswell and J. F. Underwood. 

Publication—Drs. Dye, Dearman and Folkes. 

Scientific Work—Drs. Dye, H. L. Scales and 
D. W. Jones. 

Necrology—Drs. J. Rice Williams and John B. 
Howell, and C. A. Sheely. 

Hospitals—J. M. Acker, S. H. Hairston, John 
Darrington. 

Medical Education—W. H. Anderson, J. P. Wall, 
W. W. Crawford. 

The following were appointed as Chairman of 
Scientific Sections: 

Medicine—C. R. Stingily. 

Hygiene and Public Health—W. E. Noblin. 

Eye, Ear, Nose and Throat—C. A. McWilliams. 

Surgery—V. B. Philpot. 

Dr. B. B. Martin, of Vicksburg, and his family 
are meking an auto trip to California this summer. 


Dr. George Street and wife, of Vicksburg, are 
members of a party of physicians from the United 
States, who are doing post-graduate work in the 
leading clinics of Europe during the summer 
months. 


Dr. D. A. Pettit, of Vicksburg, is taking post- 
graduate surgical courses in Chicago. 


Married: Hall H. Ratcliff to Miss Mary Louise 
Richardson, both of Natchez, on June 11, 1925. 


On June 30th, Dr. John Spellman, Medical 
Superintendent of Touro Infirmary, New Orleans, 
made a survey of the Natchez Hospital for the 
purpose of making recommendations regarding 
the standardization of the institution. He ad- 
dressed the Board of Trustees and the Visiting 
Staff on this subject. 


The Homochitto Valley Medical Society held 
its quarterly meeting on July 9th, with Dr. C. E. 
Catchings, of Woodville, presiding. 


Dr. John F. Chamberlain and Dr. James Rice, 
of Natchez, have announced that they were start- 
ing the erection of a private hospital at an early 
date. The institution will be known as the Rice- 
Chamberlain Hospital, and will have a capacity 
of about sixty-five beds. 


Dr. J. S. Ullman, of Natchez, has recently been 
elected to membership in the American Radium 
Society. 


Dr. A. S. Applewhite, of Jackson, has be2n put 
in charge of the Health Unit of LeFlore County. 
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William Crawford Gorgas: His Life and Work. 
By Marie D. Gorgas and Burton J. Hendrick. 
Philadelphia and New York, Lea & Febiger. 
1924. 


This is a fascinating life story of one of our 
giants of American medicine. The authors have 
succeeded in giving us in a very charming con- 
versational style, a theme so replete with human 
interest and romance, as to hold the attention to 
the last page. Seldom has opportunity for ser- 
vice in the field of medicine been given in greater 
measure, and a life’s possibilities been so com- 
pletely fulfilled as in the case of William Craw- 
ford Gorgas. The sanitation campaign in Havana, 
following the work of Reed, which freed the city 
from the scourge of yellow fever; his scheme of 
sanitation in the Canal Zone, which made pos- 
sible the construction of the Panama Canal; the 
work for the British in South Africa and his 
service as Surgeon-General during the war, are 
related in detail. The spirit of the man is the 
dominating feature of the narrative, making it 
of personal interest to medical man and layman 
alike. 

Mary LovuIseE MARSHALL. 


Transactions of the American Proctologic So- 
ciety Twenty-fourth Annual Session Held 
at Hotel Alexandria, Los Angeles. Paul B. 
Hoeber, Inc., New York. 1924. 


The field of Proctologic Surgery is quite well 
covered by the papers included in this volume. 
The Presidential address by Terrell of Richmond 
is noteworthy because of the beauty of its com- 
position and the soundness of his advice on 
matters in this field. Joseph M. Mathews so well 
known as the “Father of Proctology” and past 
President of the A. M. A., gave “Some Admoni- 
tions, suggestions and Criticisms.” 

Notable among the papers that elicited free 
discussion was Yeomans’ “Circular Amputation 
for marked First and Second Degree Prolapse of 
the Rectum;” Murieta’s “Sacral Anesthesia;” and 
Crookall’s “Ambulant Treatment of Anorectal 
Fistula.” Pennington’s chart illustrating “The 
Topography of Rectal and Anal Diseases” is the 
frontispiece of this volume. His paper on the 
same subject is also included. “A Statistical Re- 
view of Carcinoma of the Rectum, Rectosigmoid, 
and Sigmoid,” by Buie, well deserves the favor- 
able comment it received. “An Original Bacte- 
riological Research of Pruritus of the Perineum,” 
by Montague, is quite an elaborate investigation 
into this subject and evidences painstaking work 
and much thought. 

MAURICE LESCALE. 


The Principles of Public Health Engineering: 
By Earle B. Phelps, B. S., Professor of Sani- 
tary Science, College of Physicians and Sur- 
geons, Columbia University. Formerly Asso- 
ciate Professor of Chemical Biology, Massa- 
chusetts Institute of Technology. New York. 
The Macmillian Company. 1925. 


There is a hackneyed and much abused expres- 
sion—“It fills a long-felt want”—that can be most 
appropriately applied to this useful manual that 
makes readily available to the public health 
student, with possibly no taste for mathematics, 
the essential principles of sanitary engineering 
and to the sanitary engineer a good working 
knowledge of public health principles. 


The work is no mere compilation of authorities; 
it is for the most part a resumé of the author’s 
experience in the field as a sanitary engineer and 
in research work at various laboratories. The 
facts and data come from the fountain-heads of 
information, more especially the State Board of 
Health Experiment Station at Lawrence, Massa- 
chusetts, the Sanitary Research Laboratory of the 
Massachusetts Institute of Technology, and the 
Hygienic Laboratory of the United States Public 
Health Service at Washington, D. C. The re- 
sults of the studies of the International Joint 
Commission investigating the pollution of our 
northern boundary waters and the New York 
State Commission on Ventilation are made readily 
accessible. 


The subject matter is dealt with in nine chap- 
ters. The introductory chapter discusses the 
environment and presents the biological aspects 
of public health in an interesting manner. The 
sanitary problems of the atmosphere’ are 
considered in two chapters entitled “Atmospheric 
Pollution” and “Ventilation of Buildings.” The 
principles of ventilation are clearly ennunciated 
and very practical information on the ventilation 
of large auditoriums, factories, and mines is 
given. In view of the present interest in the 
infection of oysters by sewerage, the chapter on 
sewerage is of particular moment to sanitarians of 
the Gulf and Atlantic States. The latest infor- 
mation and the results of the most advanced 
research are presented. The chapter on the pas- 
teurization of milk is timely and enlightening. 
The problem is considered from the standpoint 
of the sanitary engineer and it appears to be 
soluble by engineering methods. 


The book will be particularly valuable to 
students taking graduate work in public health, 
to students of sanitary engineering, and to health 
officers, especially those in rural districts where 
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the health officer is frequently called upon for 
advice in sanitary engineering matters. 


Francis M. Munson, M. D. 


Proceedings of the International Conference on 
Health Problems in Tropical America: Held 
at Kingston, Jamaica, B. W. I., July 22 to 
August 1, 1924. By Invitation of the Medical 
Department of the United Fruit Company. 
Published by United Fruit Company, Boston, 
Massachusetts. 1924. 


The report of the proceedings of this confer- 
ence is, in effect, an up-to-date text-book on 
tropical medicine and hygiene. It is a symposium 
of the views and experiences of most of the living 
authorities on those subjects. Among the partici- 
pants in the conference were Aristides Agramonte, 
the surviving member of the United States Army 
Yellow Fever Commission of 1900; Colonel Bailey 
K. Ashford, U. S. Army, remembered for his 


crusade against the hook-worm in Porto Rico; 
Professor C. C. Bass, of Tulane University, who 
first cultivated the malaria plasmodium; Doctor 
Hideyo Noguchi, the discoverer of the yellow fever 
organism; Doctor William H. Park, of the Health 
Department of New York City; Professor Milton 
J. Rosenau and Professor Richard P. Strong, of 


the Harvard Medical School, and Doctor Aldo 
Castellani, the distinguished writer and lecturer 
at the London School of Tropical Medicine. In 
addition to the sanitarians and laboratory work- 
ers a number of American and English physi- 
cians, surgeons and _ statisticians attended the 
conference. These included Professor Banting, 
the discoverer of insulin; Sir Thomas Oliver, the 
authority on industrial medicine; Sir W. Arbuth- 
not Lane, Consulting Surgeon of Guy’s Hospital; 
Doctor Frederick Hoffman, Consulting Statisti- 
cian of the Prudential Insurance Company of 
America, and Sir Arthur Newsholme, formerly 
Principal Medical Officer of the Local Government 
Board of England and Wales, Lecturer on Public 
Health Administration, School of Hygiene and 
Public Health, John’s Hopkins University. The 
Army and Navy of the United States and the 
Royal Army Medical Corps of Great Britain were 
represented by able officers. 

The participants presented many valuable 
papers on the subjects in which they are especially 
qualified. These, and the discussions which fol- 
lowed their presentation, are reported in full, in 
a number of cases with illustrations, diagrams 
and statistical tables. Some of the papers are of 
general interest, such as one giving a resume of 
the development of tropical medicine between 
1898 and 1924, Professor Rosenau’s “The Sea- 
sonal Prevalence of Disease,” Doctor Vincent’s 
“Tropical Hygiene, an International Adventure,” 
and Sir Arthur Newsholme’s “A Note on the His- 
torical Reduction of Leprosy.” Other contributions 
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are of concrete interest to the physicians and san- 
itarians of the Gulf States, epscially a group of 
nine papers covering the latest phases of the pre- 
vention, diagnosis and treatment of malaria, one on 
“The Economic Value of a Hookworm Campaign” 
and eight papers on intestinal amebiasis. The 
book will be useful to physicians and sanitarians 
living in warm countries. 


FRANCIS M. Munson, M. D. 


A Text-Book on Human Physiology: Including 
a Section on Physiologic Apparatus. By 
Albert P. Brubaker, A. M., M. D., LL.D., Pro- 
fessior of Physiology and Medical Jurispru- 
dence in the Jefferson Medical College; 
formerly Professor of Physiology in the 
Pennsylvania College of Dental Surgery; 
formerly Lecturer on Physiology and Hygiene 
in the Drexel Institute of Art, Science and 
Industry. Eighth Edition. Revised and En- 
larged with 367 Illustrations. Philadelphia. 
P. Blakiston’s Son & Co. 


This well known text-book needs no introduc- 
tion to the profession. In the new edition a 
number of paragraphs have been revised and 
some new material, including several new para- 
graphs have been incorporated. Among the sub- 
jects that have been revised, enlarged and added 
may be mentioned the physiologic mechanisms 
involved in coughing and sneezing; the innerva- 
tion of the larynx; the metabolism of fat; the 
relation of the pancreas and its internal secre- 
tion, insulin, to the metabolism of the carbohy- 
drates; the electro-cardiogram; the indirect method 
of determining heat production, etc. The new 
diagrams, the innervation of the heart, and of 
the bladder; the acoustic tracts; the facial nerve 
and its associated nerve tracts will be found 
useful in the understanding of the text. The large 
type and convenient division of the text into care- 
fully headed paragraphs and sections remain as 
in former editions. 


FrANcis M. Munson, M. D. 


Modern Surgery: General and Operative. By 
John Chalmers DaCosta, M. D., LL.D., F.A.C.S. 
Samuel D. Gross, Professor of Surgery, Jef- 
ferson Medical College, Philadelphia; formerly 
Commander, Medical Corps, U. S. N. R. F., 
etc., etc. Ninth Edition, Revised and Reset. 
1200 Illustrations, Some in Colors. Philadel- 
phia and London. W. B. Saunders Company. 
1925. 

A friend of our student days reappears for the 
ninth time, reset, reprinted and recopyrighted. 
When the reviewer contemplates this octavo of 
1527 pages it is hard for him to realize that he 
lay comfortably on his army bunk and prepared 
for his examination in surgery from the handy 
little manual that comprised the edition of 1898. 
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To do the same with this edition he would need 
a book-rest. While one may regret the increase 
in size of Professor DaCosta’s book, it is for- 
tunate for the busy practitioner that so much 
useful and up-to-date professional information 
can be compressed into one volume. 

The art and science of surgery have made 
such tremendous progress in the past few years 
that it is almost if not quite physically impos- 
sible to treat the whole subject of general surgery 
in a single volume work, therefore the author 
found it necessary to eliminate several topics in- 
cluded in former editions. He considers that 
surgical bacteriology is best studied in treaties 
written by specialists; that asepsis and antisepsis 
should be sought in volumes devoted to those sub- 
jects and he has relegated bandaging to works on 
minor surgery. 

While it has been entirely reset the general 
plan has not been changed. The illustrations are 
unusually good. Most of them are from photo- 
graphs. The author’s presentation of recent de- 
velopments in plastic surgery, the x-rays in 
surgery, and treatment with radium are to be 
especially commended. 

FRANCIS M. Munson, M. D. 


Modern Urology: Edited by Hugh Cabot, M. D., 
Cc. M. G., F. A. C. S., Second Edition, thor- 
oughly revised. Philadelphia and New York. 
Lea & Febiger. 1924. 


The second edition of “Modern Urology,” edited 
by Hugh Cabot of Ann Arbor comprises two 
volumes of original articles written by the fore- 
most authorities of today, and should be a part 
of the working library of every physicians prac- 
tici.g urology either in part or as a specialty. 
Each article contributed covers the subject thor- 
oughly and efficiently, omitting to a great extent 
all that does not deal directly with the anatomy, 
physiology, diagnosis and treatment of the condi- 
tion under discussion. 


These especially interested in cystoscopy will 
find Leo Buerger’s article concise and quite com- 
plete. The diagnosis of diseases in general of the 
urinary tract, which is so frequently given to the 
reader in a rambling lengthy manner, has been 
simmered down to salient facts by Bransford 
Lewis of St. Louis. George Gilbert Smith, of 
Boston, and Frank Hinman, of San Francisco, 
both contribute splendid articles on diseases and 
tumors of. the testicle. Renal and bladder cal- 
culi are discussed in two very good chapters by 
Hugh Cabot. 

While there is still considerable controversy 
regarding ureteral stricture and its importance 
in the production of symptoms, the article by 
Guy L. Hunner, of Baltimore, is really a master- 
piece and makes extremely interesting reading. 
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The subject of bladder diverticuli by William 
E. Lewer, of Cleveland, is especially good. The 
study of other conditions affecting the bladder are 
taken up by Kretschmer, Hagner, Caulk and 
Geraghty. 

Kidney infections have been discussed by Edw. 
L. Keyes and E. L. Young, Jr., while the broad 
subject of renal tumors is concisely and well 
summed up by Horace Binny, of Boston. Quinby, 
Geraghty and Squier also contribute articles on 
the anatomy, physiology and functional tests as 
well as injuries of the kidney. 

Nothing has been omitted in the diagnosis and 
treatment of prostatic diseases as outlined in the 
three chapters by Quinby, Gardner and Young. 

Fowler’s article on plastic surgery of the 
urethra covers the subject most completely. 
Garranger, Osgood and Keyes cover the remainder 
of the field in urethral diseases. 

Studies of syphilis and tuberculosis of the 
genito urinary tract are written by Corbus and 
Barney. 

There is no doubt that “Modern Urology” still 
holds its very distinctive place among books pub- 
lished on diseases of the genito urinary tract, 
this being especially true of the second revised 
edition. 

W. A. REeEp, M. D. 


Clinical Medicine for Nurses: By Paul H. Ringer, 
A. B., M. D., Chief of Medical Service of the 
Asheville Mission Hospital, Asheville, N. C.; 
on Staff of Biltmore Hospital, Biltmore, N. C. 
Illustrated. Second Revised Edition. Phila- 
delphia. F. A. Davis Company. 1924. 

This little manual is intended primarily for 
student nurses. The author has placed in con- 
crete form a fairly detailed description of the 
points in the various medical diseases that nurses 
are expected to observe and interpret, and also 
to form a basis upon which class-room lessons 
may be assigned and quizzes held. The main 
points dwelt upon are symptoms and their mean- 
ing, complications and their detection, as far as 
the nurse is concerned. Physical signs are not 
described and treatment is dealt with in a very 
general manner. In the second edition a number 
of minor changes have been made and some sec- 
tions wholly or partially rewritten, notably those 
on the treatment of heart-failure, influenza, and 
diabetes mellitus. The book has and will fill the 
purpose for which it is intended. 

FrRANcIS M. Munson, M. D. 


Hygiene and Public Health: By George M. Price, 
M. D., Director, Union Health Center, New 
York City. Third Edition, Thoroughly Re- 
vised. Medical Epitome Series. Lea & 
Febiger, Philadelphia and New York. 1924. 

To prepare an epitome on the subjects of 
hygiene and public health is a difficult matter, but 
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the author has done “as well as could be expected 
under the circumstances.” He necessarily had to 
dispose of some important topics in a few lines 
or a few pages and some subjects have been 
entirely omitted, notably personal hygiene. Chap- 
ters on hygiene of childhood and on food are new 
in this edition. The chapter on Federal hygiene 
has been extended. The book discusses most of the 
essential parts of the subjects of hygiene and 
public health, and to the extent that it covers 
them, it is authoritative. The author is particu- 
larly happy in his definitions. This epitome has 
been found useful in preparing for examinations, 
especially if the candidate has had a good ground- 
ing in the subject at some previous time. 


Francis M. Munson, M. D. 


A Text-Book of Pathology: By W. G. McCallum. 
Professor of Pathology and Bacteriology the 
Johns Hopkins University, Baltimore. Third 
Edition, Thoroughly Revised. Philadelphia 
and London. W. B. Saunders Company. 
1924. 

In the four years intervening between the ap- 
pearance of the second and the third editions of 
Professor McCallum’s valuable book a number of 
important advances were made in clinical medi- 
cine and pathology and he has treated these sub- 
jects fully in the last edition. The most important 
topics upon which fresh light has been shed are 
rickets, diabetes, epidemic encephalitis and typhus. 
Some new pictures have replaced those which 
were considered less satisfactory. The general 
plan of the work, that of discussing disease as 
far as possible upon the basis of etiology, has 
remained unchanged. 

FRANCIS M. Munson, M. D. 


A Manual of Histology: 
Radasch, M. Sce., M. D., Professor of His- 


By Henry Erdman 
tology and Embryoalgy in the Jefferson 
Medical College. Second Edition, with 333 
Illustrations. Philadelphia. P. Blakiston’s 
Son & Co. 1924. 


In the revision of this manual the author has 
added new material and rewritten some sections 
so as to bring the subject matter up to date, but 
the text has been kept within practical limits and 
very little in the way of theories and hypotheses 
has been included. Among the additions are noted 
twenty new photomicrographs and several new 
staining methods. The chapter on technique is 
clear and practical, the illustrations are excellent 
and the typography all that could be desired. The 
method of presenting the various topics in carefully 
headed sections and paragraphs with the abund- 
ant employment of bold-faced type for headings 
makes the book particularly useful to under- 
graduate students of medicine and biology. 

Francis M. Munson, M. D. 
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Infections of the Hand: By Allen B. Kanavel, 
M. D. Fifth Edition, Thoroughly Revised. 
Illustrated with 195 Engravings. Philadel- 
phia and New York, Lea & Febiger. 1925. 


The fifth edition of this book has been received 
and as previous editions is a great asset to the 
medical profession. It treats a subject, which, it 
seems to me, is one of the commonest met with by 
the general practitioner, as well as the surgeon. 
Every medical student should be compelled to read 
this book and digest it thoroughly. It would be 
difficult to improve on the method in which the 
author presents his subject. The manner in 
which he approaches the subject of infection is 
based on anatomical facts, co-ordinated clinically 
and experimentally and should be accepted as 
standard. As shown in his introductory remarks, 
the principles of good surgery of the hand are, 
an early diagnosis, and a properly placed incision 
to secure the quickest and best restoration of 
complete function. 

He classifies infections under two major head- 
ings—simple localized and grave. Grave infec- 
tions are subdivided into tenosynovitis and fascial 
space abscesses, acute lyphangitis and allied in- 
fections, complications and sequellae of acute 
infections. One or more of these conditions may 
be present at the same time, but each will demand 
a separate and distinct form of treatment. It will 
be found that lymphatic infection follows. a dis- 
tinct anatomical and clinical course and may 
produce certain complications that may be prog- 
nosticated and anticipated. Tendon sheath infec- 
tions may pursue a definite line of invasion and 
the position of the pocket of pus may be prognos- 
ticated and a proper incisions made. In regard 
to fascial spaces, he shows the different spaces— 
palm, dorsum of hand where pus may accumulate, 
anatomical channels which infection may follow 
from a given site, definite channels where it can 
spread from one to another space, and diverticula 
or intermediary chambers where infection may 
persist for a long time. Again, with this anato- 
mical knowledge, the proper incisions may be 
made. In dealing with infections of the phalanges, 
he discusses the pathological anatomy and proper 
surgical procedure in felons, paronychia and sub- 
epithelial abscesses. Under the heading of car- 
buncial infections he shows the formation of the 
carbuncle describing three areas (necrotic, bluish 
circumference and inflammatory) and condemns 
the method of excision but advocates free incision 
from necrotic to beyond the inflammatory area. 

Chapter five deals with tenosynivitis, fascial 
space abscesses, lymphangitis and allied conditions. 
Many essentials are emphasized, i. e., (a) loca- 
tion of greatest swelling does not indicate the 
position of the pus, (b) site of greatest tender- 
ness is of marked importance in the location of 
pus, etc. In regard to fascial space infections he 
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mentions the five different spaces, which he in a 
later chapter experimentally and clinically dem- 
onstrates. The five different spaces are, middle 
palmar, thenar, hypo-thenar, dorsal subcutaneous 
and dorsal aponeurotic. The chapter which fol- 
lows deals with the general principles of treatment 
of which the salient points are rest, passive hyper- 
mia (how acquired), prophylactic incision and 
drainage, baking in dry, hot air, placing the hand 
in the “position of function,” and massage. 

In chapters seven and eight, the topographical 
anatomy of the band is discussed. This is the 
most important chapter in the book. Beginning 
at the web of the fingers and terminating at the 
wrist, many illustrations of cross sections are 
minutely explained. The tendon sheaths, as well 
as the bursae (ulnar, radial and intermediary) 
are discussed with surgical deductions. The chap- 
ter which follows contains experimental data, 
showing the fascial space, boundaries, etc., and 
their relation to the radial sheaths. The anatomy 
of the forearm in relation to the radial and ulnar 
bursae and the tendon sheaths with reference to 
extension of infection from palmar space and also 
the spread of infection from each digit, dorsum 
of hand, ete., is very well shown. 

Tenosynovitis is then investigated most thor- 
oughly in regard to tendon anatomy, spread of 
infection from origin to complication, etc., and 
treatment. Treatment of middle palmar space, 
thenar infections and sub-aponeurotic space ab- 
scesses followed by prognosis is taken up more 
thoroughly. 

Section three with its sub-chapters deals with 
the anatomy of the lymphatic system of the hand 
and forearm, infection with its pathology, diag- 
nosis, complication, prognosis and treatment. 

Chapter twenty-four is devoted to hand infec- 
tions amongst employes of industrial concerns. 
This subject is a most important one, as the 
majority of the states now have compensation or 
employers’ liability laws and the best results are 
appreciated by employers and employes. The 
knowledge of preventive as well as curative 
measures helps one to attain this goal. The statis- 
tics as shown in the book substantiate the manner 
of handling the cases. 

The next chapter deals with allied infections, 
i. e., erysipelas, erysipeloid, gas bacillus, and an- 
thrax. All data is the same as in previous editions, 
save gas bacillus infections, in which modern liter- 
ature and better classification brings it to date. 
Following this is forearm involvement, from in- 
fection of hand, with pathology, diagnosis and 
then sequellae of infections of hand, as chronic 
processes, osteomyelitis, arthritis, ankylosis, con- 
tractures and loss of tissue, are discussed in 
detail. 

The final chapter shows how the after-treatment 
should be carried out by the use of hydrotherapy, 
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electrothorapy, massage, use of splints, exercise, 
occupational therapy, psychotherapy. In conclu- 
sion, I would say that the added paragraphs and 
chapters to this valuable book bring it to date and 
make it an asset to all libraries. 
EMILE Biacu, M. D. 
A Manual of Diseases of the Nose, Throat and 
Ear. By E. B. Gleason, M. D., Professor of 
Otology in the Medico-Chirugical College 
Graduate School, University of Pennsylvania. 
Fifth Edition, Thoroughly Revised. 12mo. of 
660 pages, 212 illustrations. Philadelphia 
and London: W. B. Saunders Company. 
1924. 

The fifth edition of this very excellent work 
is an improvement on its predecessors. The cuts 
and illustrations are numerous and clear, and are 
a valuable aid in following the text. The first 
part of the book on instrumentation and examin- 
ation is very good and it is time well spent, for 
the student or general practitioner that reads 
these pages. 

The chapter on diseases and treatment of 
Rhinological cases is complete and thorough, from 
the practitioners’ standpoint, without going too 
deeply into the operative features, which is the 
specialist’s work anyway. ‘ 

The chapters on the Pharynx and Larynx are 
complete from every point of view and cover 
these areas in a clear concise and understandable 
way. 

The chapters on the Ear cover every thing that 
the student and general practitioner should know 
and the book is so written that this material can 
be readily grasped. 

The formulas in the rear of the book will give 
even the specialist some very valuable aid in pre. 
scribing for his patients. 

All in all, this fifth edition of a very good 
Manual can be gone over very profitably by any 
one and the perusal of his pages is time well 
spent. 

VaL H. Fucus, M. D. 
Simplified Nursing. By Florence Dakin, R. N., 
Inspector of Schools of Nursing, State of New 
Jersey. Illustrated. Lippincott’s Nursing 
Manuals. Philadelphia, London, Montreal. 
J. B. Lippincott Company. 1925. 

The reviewer believes that the author of this 
manual has succeeded in her attempt to present 
the rudiments of nursing in a simple, definite 
form, technically correct. She explains methods 
by which the home nurse, the practical nurse or 
the trained attendant may safely and accurately 
care for the sick and injured. The book is ar- 
ranged in a series of lessons, well adapted to 
class work in high schools or for home reading. 
By the careful study of these lessons the inex- 
perienced nurse or the attendant will be enabled 
to understand the object for which the proce- 
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dures are intended and the principle through 
which the object is attained. A commendable 
feature is the mention of simple home equipment 
that may be substituted for elaborate and often 
expensive hospital paraphernalia and appliances. 
* Brief discussions of anatomy, physiology and bac- 
teriology are embodied in the lessons. All difficult 
or technical words are pronounced in the text, 
thus avoiding a constant reference to glossary and 
index. The book will serve a useful purpose. 


FRANCIS M. Munson, M. D. 


Diabetes. A Handbook for Physicians and Their 
Patients. By Philip Horowitz, M. D. With 
thirty-four text illustrations and two colored 
plates. Second Edition Revised and Enlarged. 
Paul B. Hoeber, Inc. New York. 1924. 


In view of the increasing prevalence of dia- 
betes and the improved methods now available 
for combatting its symptoms, it is well that such 
a book as this should be readily accessible to both 
physician and patient. The author stated in the 
first edition that he desired to—“bring about 
more intelligent co-operation between doctor and 
patient.” With the development of the latest 
ideas and methods regarding the use of insulin 
and the calculation of maintenance diets this co- 
operation assumes still greater importance. It 
is very difficult for the physician to write out all 
the dietetic and hygienic instructions required by 
a diabetic patient in caring for himself. This 
little book not only gives the patient these in- 
structions but enlightens him as to the limitations 
of insulin and other therapuetic and dietetic 
methods of treating diabetes. It also informs him 
of the importance of adhering to the regime out- 
lined by his physician and of the necessity of avoid- 
ing complications if he expects to prolong his 
life. 

Except for the revision of the chapter on mild 
diabetes, the book has been entirely rewritten. 
The insulin treatment of severe and juvenile cases 
has been thoroughly discussed; methods for work- 
ing out proper maintenance diets have been form- 
ulated; seventeen new formulas and recipes have 
been added; the Van Slyke test for CO2 combin- 
ing power of the plasma has been inserted and 
the Folin and Wu method of sugar estimation 
substituted for that of Benedict Lewis. More cases 
are cited to show how various phases of the 
diseases are handled and what results can be ob- 
tained in cases with complications. 

FRANCIS M. Munson, M. D. 


Medical Education: A Comparative Study. By 
Abraham Flexner. New York. The Mac- 
millan Co. 1925. 


A distinguished layman is again enlightening 
the medical world with facts that it ought to know 
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about itself. Many physicians will recall Abraham 
Flexner’s famous reports on medical education in 
the United States issued by the Carnegie Foun- 
dation for the Advancement of Learning that 
sounded the death knell of many a diploma mill. 
In the present volume he makes a comparative 
study of medical education in certain European 
countries and America against the background af- 
forded by the general educational and social sys- 
tems of the respective countries. He depicts and 
discusses general tendencies and principles and 
describes more in detail, as examples, certain in- 
dividuals and institutions. He omits post-graduate 
education because it represents a different prob- 
lem; and examinations for licensure because they 
have undergone no substantial modification since 
they were reported upon in Bulletins No. IV and 
VI of the Carnegie Foundation. 


The book will be found useful to legislators and 
philanthropists, especially the chapter on costs 
which contains a great deal of material for thought 
and reflection. It should be read by all medical 
educators and by all physicians who take an in- 
terest in their profession, further than t.i.d. 
prescriptions. 

Francis M. Munson, M. D. 


The Practice of Pediatrics. By Charles Gilmore 
Third Edition. Revised and Reset. 
London and Philadelphia. 


Kerley. 
W. B. Saunders Co. 
1924. 


For the busy general practitioner as well as 
the pediatrist Dr. Kerley’s book has an immense 
appeal because of its conciseness and thoroughness. 
Each disease is discussed under the headings of 
Definition, Etiology, Pathology, Symptoms, Clini- 
cal Course, Diagnosis, Prognosis, Treatment. Of 
great practical value are the many illustrative 
cases with which the book abounds and the de- 
tailed prescriptions, most of which the author uses 
in his own practice. At the end of the book is an 
excellent chapter on the drugs commonly in use in 
pediatrics with their doses at different ages. The 
author avoids as much as possible theoretical 
discussions. 

L. VON MEYSENBUG. 


The Diagnosis of Children’s Diseases. By Prof. 
E. Feer. Translated by C. A. Scherer. J. B. 
Lippincott Co. Philadelphia and New York. 
1924. 


This is the first English translation of a book 
that has run into its third edition abroad and will 
undoubtedly soon rank with our best books on 
diagnosis. Symptoms are analyzed and correlated 
and the diagnosis established. The book is pro- 
fusely illustrated. Each chapter deals with the 
diseases of a particular region of the body. Of 
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particular value is the chapter on the nutritional 
disturbances of infants. 
L. VON MEYSENBUG. 


Feeding, Diet and the General Care of Children. 
By Albert J. Bell, M. D. Second Revised Edi- 
tion. F. A. Davis, Philadelphia. 1924. 


This is a book for mothers and trained nurses 
and besides the usual direction for the manage- 
ment of the baby, there are included chapters on 
the physiology of growth and development, chap- 
ters on the different diseases common in infancy, 
a table of food values and an appendix in which 
are described the symptoms and definitions of some 
of the more serious diseases. 

L. VON MEYSENBUG. 


Safeguarding Children’s Nerves. A Handbook of 
Mental Hygiene. By James J. Walsh, M. D., 
Ph.D., Se. D., Professor of Physiological Psy- 
chology, Cathedral College, New «York, and 
John A. Foote, M. D., Professor of Diseases of 
Children, Georgetown University Medical 
School, Washington, D. C. With a Foreword 
by Herbert Hoover. Philadelphia and London. 
J. B. Lippincott Company. 1924. 


The book consists of a series of timely essays on 
one of the most important phases of preventive 
medicine and it will enlighten many an harrassed 
It will tell 
them what to do and when to do it, and further- 
more it will impress upon them the wisdom of 
letting their children alone, not to nag and pester 


parent, nurse, governess and teacher. 


them. The essays were written almost entirely 
with the normal or almost normal child in view. 
In this age of speed and jazz knowledge of how 
to protect the developing nervous system of the 
infant and the child against both the hardness and 
the softness of life is important. As the authors 
state in the preface, there are certain elementary 
principles which if followed by those who under- 
take the care of children, must be fruitful of good 
results, just as there are certain trends of modern 
life which if allowed to continue cannot help but 
unfit many children for the storm and stress of 
the world which lies outside the family circle. This 
little manual is a practical guide toward the proper 


application of these elementary principles. 

Among the topics discussed are “The Child in 
the World of Today,” “The Nervous Child,” “The 
Spoiled Child,” “Rest and Fatigue,” “Discipline and 
the Nervous Child,” “Nerves and the Sick Child,” 
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“Habits, Good and Bad,” “Backward Children,” 
and “Medical Paths and By-Paths.” Much for- 
gotten medical lore is profitably brought to light 
and many medical and quasi-medical fads and 
The 
illustrations are from publications of the American 


fancies are handled with un-gloved hands. 


Child Health Association and are appropriate and 
in excellent taste. 
Francis M. Munson, M. D. 


Manual of Obstetrics. By John Cooke Hirst, M. D., 
F.A.C.S. 2d ed. entirely reset with 220 illus. 
Philadelphia and London, W. B. Saunders, 
Co. 1924. 


The second edition of Dr. J. C. Hirst’s manual 
of obstetrics brings his work completely up to 
date. It is a valuable book for the general prac- 
titioner and a trustworthy guide to the medical 
student. The touch pictures in the various posi- 
tions of the head in instrumental deliveries are 
an innovation and should be carefully studied by 
all medical students. Dr. Hirst has spared no 
time or effort in making his book thoroughly 
modern. He takes up in detail the technique of 
Potter’s Version, the use of Kielland forceps and 
test for liver function in toxemia of pregnancy. 
Although he presents his subject in the least pos- 
sible space, his work is most comprehensive. 

JoHN F. Dicks, M. D. 


A Laboratory Manual of Physiological Chemistry. 
By Elbert W. Rockwood and P. R. Rockwood, 
Fifth Edition 1924, Philadelphia, F. A. 
Davis and Co. 


This laboratory manual, the first edition of 
which appeared twenty-five years ago, and which 
has served many generations of medical students, 
has now been republished in enlarged and modern- 
ized form. The work is as stated by the authors 
in the preface, essentially a text book for students, 
and therefore a considerable amount of space is 
taken up with the descriptions and discussions of 
a series of experiments designed to illustrate the 
chemistry of the fats, carbohydrates and proteins, 
the various tissues, digestion, etc. The remainder 
of the volume is occupied by a description of modern 
methods for the qualitative and quantitative 
analysis of gastric contents, urine, blood and milk. 
With the exception of the section on milk, which 
is cast on somewhat antiquated lines, this latter 
portion of the book is thoroughly up to date and 
shows an admirable selection of modern methods 
suitable for use in the clinical laboratory. A dis- 
cussion of the interpretation of the results ob- 
tained by these methods is however almost en- 
tirely lacking, an omission which greatly reduces 
the value of the book to the physician. 

W. Denis, Pu. D. 
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PUBLICATIONS RECEIVED. Government Printing Office: Public Health Bul- 
F. A. Davis Company, Philadelhpia: “Diseases letins—‘“Studies in Illumination”, “Comparative 


of the Ear, Nose and Throat,” by Harold Hays, Tests of Instruments for Determining Atmospheric 


M. A., M. D., F.A.C.S. “Diabetes, its Treatment : . : : : 
? , ’ D t “e “ . 
ip. Yacclin and Dick” Ser’ Oulends Bi. Pater, usts Biological Investigation of California 


M.D., F.A.C.P. and William H. Stoner, A.M. Rice Fields and Attendant Waters”, “Carbon- 

M. D., F.A.C.P. Monoxide Literature” “Determination of dissolved 
J. B. Lippincott Company, Philadelphia and °xygen by the Winkler Method”, “Study of Course 

New York: “International Clinics”, Thirty-fifth in Health Education.” 

series, June 1925. 











DOCTOR, GIVE US A MINUTE, PLEASE! 


You are probably buying medicinal and other products from a half dozen 
firms whé do not advertise in YOUR State Medical Journal. If we had 
their names and addresses, we could probably secure their business. Their 
advertising would help them and help cut down the present expenses of 
your Journal. We can print more reading matter when we carry more 
advertising. 





Please take just a minute to fill in this blank and return it to us with the 
names and addresves of a half dozen such firms who are not using space 
in this Journal. Your name will not be used, yet you will render your 
Journal a real service. Thank You! 


FIRM NAME ADDRESS 


Mail This to 
NEW ORLEANS MEDICAL AND SURGICAL JOURNAL 
1551 Canal Street New Orleans. 


























A Digestant Without a Peer 


Robinson’s Lime Juice and Pepsin 


Pure Concentrated Pepsin with Pure Lime Juice. 
indicated in gastric and intestinal troubles and especially in their acute form. 


PALATABLE and GRATEFUL to the taste. 


ROBINSON-PETTET CO., Louisville, Ky. 
INCORPORATED 


a Ant. j 


PALATABLE | 
TNAALVAD 





DIGESTIVE ——— 

















